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PSYCHOTHERAPY: 


GENERAL PRINCIPLES 


KENNETH E. Appet, M. D.* 
Philadelphia, Pennsylvania 


oday two aspects of the approach to 

mental illness have been discussed—the 

psychological and the surgical. There 
are many procedures which can be employed 
in the treatment of mental illness. We have, 
at our disposal, surgery, shock therapy, in- 
sulin coma therapy, chemotherapy and _ vari- 
ous forms of psychological therapy. There is 
insight therapy, attitude therapy, relationship 
therapy, non-directive therapy, and psycho- 
analysis. 

It is a tremendous problem—the burden 
and extent of emotional and mental illness. I 
wonder how many of you know the magnitude 
of the big businesses of the country? I sup- 
pose General Motors’ is ten billion dollars an- 
nually. Mental illness is really a five billion 
dollar business. It compares with the great 
businesses of the country. And so far, society 
has allowed 4% of physicians to deal with it, 
plus the trickle that comes from social workers 
and psychologists, neuro-physiologists and 
neurosurgeons. Here 4% of physicians are 
trying to deal with a problem that occupies 
50% of the hospital beds of the country, to 
say nothing of two to three million mildly or 
moderately psychotic persons who are trying 
to survive in our nation outside of hospitals, 
and perhaps the ten to fifteen million people 
*Professor and Chairman, Department of Psychiatry, 

University of Pennsylvania. 
This paper is an edited transcription of an address 


given at the Institute on Neurology and Psychiatry, 
Medical College of South Carolina, in cooperation 


with The South Carolina Mental Health Commission, 
Charleston, South Carolina, March 23, 1956. 


who are very emotionally disturbed by the 
neuroses. This is poor social engineering. We 
need therefore a tremendous amount of re- 
search in this field. We have had something 
over six million dollars given to research in 
psychiatry, when one hundred and eighty 
million dollars is given to medical research. 
Over a billion dollars is given for research in 
the military field. This is a matter of grave 
concern. 

Medicine has undergone many changes in 
the last half century. The medicine of Pasteur, 
Koch and Virchow, however important, has 
undergone great developments. As a student, 
I worked under people who represented a 
transition from the old to the new in the 
study and practice of medicine, namely, Har- 
vey Cushing and Walter Cannon. Harvey 
Cushing found, among many things, that 
stimulation of certain parts of the brain, the 
lower centres, caused gastric ulcers, irritations 
of the gastric mucosa, or haemorrhages. There 
is no need to elaborate upon the contributions 
of Cannon on the correlation of emotion and 
pain with types of physiological disturbances 
associated with the two branches of the auto- 
nomic system. Both of these physicians and 
researchers showed that there were disturb- 
ances in the body that were not alone related 
to infection, tumor formation, physical injury, 
intoxication or degeneration, but were related 
to situational factors. Harvey Cushing was an 
early investigator of neurological factors in 
peptic ulcers. There has been an increase ap- 
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parently in peptic ulcers in Western civiliza- 
tion. This is probably not due to change in 
diet, but to the stress and strain which people 
are living under and the preparation which 
they receive (or rather lack of it) for the 
stresses of life. There were then the wonder- 
ful contributions of Pasteur, Virchow, Koch 
and Lister, But then came another type of 
medicine which Cushing, Cannon, Selye and 
Pavlov represent. 

The contributions of these later workers 
cannot be overlooked in the practice of medi- 
cine today, because they have shown that 
situations can cause disease, and the disease 
does not have to be caused by toxic influences, 
infections, degeneration and the like. Situa- 
tions, in the present or in the past, can so dis- 
turb physiology that people can be rendered 
incapable of performing their customary 
activities with satisfaction, effectiveness or 
even at all. Thus there also developed new 
types of attempts to treat or resuscitate pa- 
tients from the psychological and environ- 
mental points of view. Then came shock 
methods, then surgery, and now the new 
tranquilizing drugs. 

In the last 25 years there has developed an 
extreme fascination with the microscopic ex- 
ploration of the mind by psychoanalysis. This 
has been of tremendous cultural and medical 
importance. I think as yet its full and ultimate 
importance has not been recognized. The pre- 
occupation of medical students and residents 
in many medical centers in psychiatry has 
been with the psychological organization of 
the personality. Something of the latter will 
be the subject of my talk to you today. It has 
been an extreme preoccupation, and the field 
of neurophysiology has been neglected. I 
asked a group of graduate students in psy- 
chiatry the other day about the reticular sub- 
stance: Where is it? What is its function? They 
scratched their heads and they didn’t know 
about it. Now if I had asked them to discuss 
with me the two stages of oral or anal develop- 
ment, they would have had much to offer in 
discussion. We are in a common universe, and 
we must think in holistic and comprehensive 
terms and not just alone with the concepts of 
psychology or separately in terms of chemistry 
and physiology. 


My discussion is about psychotherapy. 
When I was to be out of town not long ago, | 
asked a psychiatrist to look after a patient 
while I was away. I had been seeing her for 
about 15 years, and her blood pressure was 
about 220/130. When I returned to town one 
Saturday morning and saw her about 2 or 3 
o'clock that same afternoon, I looked down at 
a big set of notes, but did not see a notation 
about her blood pressure or her ophthalmo- 
scopic examination. Immediately I phoned 
this doctor, a very good psychiatrist, a fine 
fellow, with good internship and residency 
training. I asked, “What about this patient’s 
blood pressure?” “Did you use the ophthal- 
moscope?” He replied, “Doctor, I am ashamed 
to say that I haven't done any of these tests or 
examinations since I have been seeing this 
patient for three or four months.” Now, this is 
awfully discouraging. So I went and obtained 
the blood pressure apparatus. The ophthal- 
moscope was secured and the patient was ex- 
amined. This patient had had her very high 
blood pressure for years. Notwithstanding this 
she had been kept at work in our industrial or 
business economy for about 15 years. She had 
had a sympathectomy about 12 years before 
and that seemed to help things out for several 
years. Then the blood pressure started to 
climb. Thus we ought not to think of the 
psychological aspects only. People are not 
living merely in a vacuum of their psyche, but 
are living in a world which includes their phy- 
sical bodies and the social environment of 
concrete situations and circumstances. Even 
when there isn’t a great deal one can do about 
disturbed physiological pathology, I believe 
that psychiatrists and physicians can be a 
real help to people with their problems and 
their adjustments. 

Psychiatry, it appears to me, deals with 
stresses, the adjustment of people to situations, 
to circumstances and conditions. That adjust- 
ment may be handicapping. Are incapacities 
on a heredity level, on a cellular level, an inter- 
cellular fluid level, on a neurological level, or 
on a conditioned Pavlovian-Cannonian level? 
Symbolic, cortical conditioning often does not 
remain isolated in the psyche but has its 
reverberations in the hypothalamic-hypophy- 
seal-adreno-cortical axis. This means that psy- 
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chiatrists ought to be able to understand and 
relate what is going on in the different levels 
of the body and various areas of medicine. 
What happens to an individual at present is 
determined to a great extent by his condition- 
ing from the past. The symptoms found in the 
present may be creating a disturbance or im- 
balance of integrating homeostatic reactions, 
which can only be understood and which can 
only be attacked and treated, sometimes, by 
understanding what experiences that individ- 


_ual has been through. 


Hearing the lectures today, I could not help 
thinking of a patient who had been ill for 22 
years with eczema and asthma. She had had 
all the treatment that this country and foreign 
nations had available from the medical point 
of view, from chemical and drug aspects, 
from allergic methods. I tried to understand 
the problems of this patient. Essentially, it 
seemed to me, her life lacked security. She 
had had an asocial, alcoholic and _ suicidal 
mother and an alcoholic father, from wealthy 
oil regions in the West. At 22 years of age 
she had severe attacks of asthma of which the 
allergist thought she might die. Along with 
these came the terrific outbreaks of eczema. 
I said to myself, “This young woman needs 
some sort of security.” My chief concern, 
therefore, was to see her and be with her 
sometimes five minutes a day, sometimes not 
for several days, and sometimes for half an 
hour or an hour. We talked about everything. I 
talked about what she had read, what movies 
she had been to. I tried to build a solid, secure 
relationship with her. Sometimes she would 
be sitting like a frightened animal underneath 
a table on which there was a lamp. So I sat 
down on the carpet beside the table and talked 
to her and let her play with my pen and 
paper. We talked about everything. I thought 
the essential thing was to establish a basic 
human contact with another individual. Well, 
she got well, and I think that I had something 
to do with it. I don’t think that without some 
kind of rational treatment based on an under- 
standing of her personality, her experiences 
and her needs she would have gotten well. 
She is now married to an engineer, and they 
seem to be getting along well. They have 
been married for six years. I would say that 
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was social therapy, psychological therapy, and 
emotional therapy. She did not need environ- 
mental therapy because she had been sent 
away from home. Her geography had been 
changed many times. It certainly wasn’t 
chemical, it certainly was not drugs, but it 
seemed to me she needed a secure relation- 
ship with another human being. 

I believe relationships between human 
beings are terribly important in this world. 
Psychoanalysis takes this relationship between 
human beings and traces the development of 
patterns of behaviour, of inclinations and dis- 
inclinations, of devotions and hostilities, and 
analyzes them in ultra-microscopic detail. So 
psychoanalysis is doing a tremendous service 
for psychiatry and for society. Psychoanalysis 
is limited to the few who are financially fortu- 
nate in this world, except in very few in- 
stances. Psychoanalysis should be encouraged, 
especially from the research point of view. 
However, the great bulk of mentally ill pa- 
tients in our mental hospitals cannot be 
analyzed. A professor at Yale is making socio- 
logical studies about the distribution of people 
who receive psychiatric therapy and in his 
account, the people who receive psychiatric 
therapy are Class A, and Class B of society. 
These classes are made up first, of college 
people with inherited wealth, and second, 
the self-made, the brilliant people who have 
moved to the top financially, and many of 
whom had been to college. Psychotherapy of 
this type is available for such people in this 
country. There is a hospital in England, under 
socialized medicine, where patients do not 
pay for their psychoanalysis. The staff is given 
complete freedom to treat these patients, and 
see what the results will be. It is a fascinating, 
foresighted experiment in psychiatry. 

The new drugs, tranquilizing drugs such 
as Thorazine, Reserpine, Frenquel, mepro- 
bamate, mephenesin carbamate, often make 
psychotherapy possible. Psychotherapy is of 
different varieties, tremendously different 
varieties, but essentially it is the influence of 
one human being on another. The degrees of 
refinement, the types, of that influence vary 
and are not completely agreed upon by very 
many people. It is essentially the psycho- 
logical, social or emotional influence of one 
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individual on another individual which is im- 
portant in psychotherapy. There is, I believe, 
great misunderstanding about psychotherapy. 
Most psychotherapy is directed to the in- 
tellect or the realm of ideas to reason and 
logic. I believe we reach great limitations of 
effectiveness of reason and logic, when we 
treat severe disorders such as those we deal 
with often in psychiatry. One of the cases that 
has always stuck in my mind is the wife of 
a doctor, who at 50 years of age came in my 
office thoroughly disheveled, in fine clothes, 
sleepy, with indigestion, restless and agitated. 
She was filled with fear. She said, “I feel that 
I'm going to a mental hospital or going to kill 
myself.” Recently, her father who became 
arteriosclerotic had been sent to a state hos- 
pital. She had a daughter who had severe 
poliomyelitis. She had another daughter who 
was sent to a state hospital with schizophrenia. 
She had another child who had had an appen- 
dectomy within two months. I said to her, “If 
I had been up against all you have been up 
against for the last two or three years, I'd be 
feeling just about the way you are feeling.” I 
found severe apprehension, anxiety and agita- 
tion but no evidence of insanity or psychosis. 
I thought that some sedation would be help- 
ful. I saw her three times. I had really thought 
in the first thirty minutes of the first inter- 
view that the diagnosis would be an agitated 
depression and was going to require electric 
shock treatment. But, as the interview de- 
veloped I said to myself, “This reaction is 
proportionate to the stresses that this individ- 
ual is under.” I saw her three times and she 
has remained well for six or seven years. Thus 
it is perfectly possible at times, when you see 
a rather acute situation and an acute disturb- 
ance, to present it to a patient with definite- 
ness, “Now this is the situation. These are the 
things to do.” Then give the person concrete 
suggestions, direction and probably medicines. 

Complete direction as to what to do will 
not solve the majority of problems. Patients 
have had lots of directions from their family 
doctors and their relatives. They themselves 
have tried it with their own reasoning and I 
think that they need other help, perhaps in- 
direct help. That leads me to another point: 
psychiatrists, I believe, are never going to be 


able to solve the problem of mental disease in 
this country. It is too great, and I believe that 
we will have to enlist the help of the general 
practitioners, and surgeons, the obstetricians, 
the gynecologists, and the pediatricians, in 
this great job. It is important that these groups 
of practitioners understand what the prob- 
lems are and how to help with the universal 
problems which cause difficulty in human 
nature. My job as a teacher is to try to relate 
our students and our residents to these great 
problems. The pathology that is involved is 
the Cannonion-Pavlovian-Selye kind of path- 
ology which certainly exists in medical prac- 
tice. I would believe that this other group of 
physicians, non-psychiatrists, can do a tre- 
mendous lot in the war psychotherapy is 
waging against the great groups of dis- 
integrating forces in patients, and it is of that 
group that I am thinking. It is not the psycho- 
analytic group of whom I am talking today. 

Psychotherapy is not just related to the 
intellect of the individual. The intellect of a 
person, his ideas, his logic, are not, it seems to 
me, the most important things about an in- 
dividual. We do not like our friends, the 
majority of them, just because of their intel- 
lects, the keenness of their reasoning. There 
are other things besides that. Their devotions, 
their inclinations, their aversions, their habits, 
which are important, and which appeal to 
them, are closer to the heart of the personality 
—not just cold intellect. A definition that has 
been helpful to me is this: psychotherapy is 
helping an individual to handle his feelings, 
and his emotions or behaviour more effectively. 
An individual is not just his ideas. This is a 
non-intellectual definition of therapy. Take, 
for example, the patient whom I discussed 
who had eczema and asthma. I did not reason 
with this individual at all. I did not argue 
with her. I did not discuss in great detail her 
background, what her roots were, what her 
phases of development were. It was apparent 
right away that this individual needed security 
and that was the most important thing. I tried 
to give it to her by giving her part of my 
time, my communication, my contact, and 
capacity for contact. Psychotherapy is a much 
broader process or function than the intellect, 
logic or reason. It can be practiced by persons 
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who are not just psychiatrists. It is an effort 
to bring about changes in a patient, whether 
through absolute direction, suggestion, re- 
assurance, explanation, or experience with 
another individual. There are great differences 
in the types of relationships which develop. 
This relationship needs to be explored in cer- 
tain kinds of conditions, particularly patients 
who should be psychoanalyzed, but that is not 
necessary and is not possible for the great 
majority of patients. 

There seem to be three chief aspects of 
psychotherapy: control, release, clarification. 
The aspect of control is chiefly important in 
relationship with the therapist: the control 
that is established through respect and regard 
of a patient for the therapist. This is the most 
important kind of control that can be estab- 
lished. For psychotic patients in mental hos- 
pitals often other kinds of controls will have 
to be used. Control through personal relation- 
ship is the most abiding kind, and this the 
tranquilizing drugs often can help establish. 
But T. P. Rees, with the development of the 
open psychiatric hospital, has shown that 
many of the controls thought traditionally to 
be essential for the psychiatric patient are not 
necessary—they may even be harmful. The 
next thing that is important is for people to be 
able to release and express their feelings un- 
reservedly. The third aspect of therapy is the 
clarification of problems and the better under- 
standing of difficulties, disappointments, and 
frustrations. The third aspect of therapy 
clarification is perhaps the least important in 
the majority of cases, though this is contrary 
to majority and traditional opinion. I believe 
that the first and second aspects are far .more 
important. 

For the structure of the personality from the 
psychological point of view let us take the 
example of the patient who complained of 
pain in the back for eight years with great 
fatigue. She had been in bed at home for two 
months when we first saw her. This patient 
had two operations which were done to try 
to help her and she continued extremely ill 
in our hospital for eight months. She was in 
bed for about four or five months and it 
seemed to me, as far as I could make out, that 
the nature of her illness, related to the struc- 
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ture of her personality. May I present to your 
mind’s eye a sort of functional diagram of the 
personality as I saw it psychologically. There 
is the intellectual function of the individual 
which we sometimes think of as the Ego or 
perceptive function. This is the mirror of what 
goes on in the mind. Then there are the in- 
stinctive functions, emotional functions, that 
part called by Freud the Id. The social, 
standardizing or moral function in the individ- 
ual is called the Superego. Instinctive func- 
tions are chiefly three from the psychological 

int of view. We can resolve most of our 
problems from this aspect of the personality 
into three elemental functions: fear or anxiety, 
hate and frustration, and love. Behind her 
pain and weakness, our patient was suppress- 
ing or repressing fear and hate in excessive 
proportions. Many of our drugs minimize 
these tensions. Our lobotomies sometimes re- 
lieve these tensions. In neurosis and psychosis 
the capacity for love is interfered with. Under 
love would be included growth impulses, the 
impulses to expand, to make progress, to 
master things. They are always interfered 
with, when we have marked psychological 
difficulties. In these individuals and in the 
patient with the pains described the com- 
plaints are merely reflections or manifestations 
of the intensity of the fear and hate which she 
did not talk about for a long while. The fear 
and hate were related to rejection by her 
promiscuous father and her controlling, hyper- 
conscientious, punitive mother. Therapy con- 
sisted of seeing the patient sometimes five 
minutes a day and sometimes thirty minutes 
a day and letting her talk about anything that 
seemed to come to mind. Things that were 
important were either words expressing the 
intellectual aspect of life, or symbols express- 
ing this aspect of life: fear of the instinctual 
aspect of her personality (Id) and hate of the 
controlling, judging, social (Superego) aspect 
of personality. There was a great deal of 
vehemence toward the nurses, doctor and 
hospital—a certain amount of destructive be- 
haviour towards the hospital — throwing 
things, breaking things, which I thought was 
entirely necessary in order that she might 
grow out of this stage of expression. After 
about eight months of this sort of thing, this 
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patient started to recover gradually. By de- 
grees her pain diminished, her fatigue sub- 
sided and she has been a functioning member 
of society for about ten or twelve years. 

I did not discuss with this patient her de- 
velopment. She was allowed to express this 
aspect of things in her own way. She was per- 
mitted to be destructive in minor ways toward 
the hospital. I could give many, many ex- 
amples where destructiveness is therapeutical- 
ly valuable for an ill individual. 

We should not always use drugs. We should 
not always use restraint when an individual 
needs destructiveness, needs to express de- 
structiveness. For example, there was a pa- 
tient with schizophrenia. Her brother was in 
a mental hospital with schizophrenia. This 
individual left my office one afternoon. She 
called me up about six o'clock. She said, “Well, 
I've done it.” And I said, “Well, what have 
you done?” She said, “I have destroyed ab- 
solutely everything in my home.” I became 
alarmed and sent one of my young associates 
out and he sent back word that he had never 
seen such a shambles. I said, “What shall we 
do? Is she upset?” He said, “Well, I don’t see 
that she’s upset.” I said, “Shall we send her 
to a mental hospital?” He said, “I don’t see 
that it’s indicated.” “Tl go out and see her this 
evening’, I said. I did go out and see her that 
evening, and if I had been younger I would 
certainly have sent her to a hospital. I suppose 
that there was $3,500 worth of destruction in 
that apartment. At present costs, it would 
represent nearer five or six thousand dollars. 
However, it was not the destruction of anyone 
else’s property. She did not harm anybody 
else. She did not threaten to kill anybody. She 
was not burning down the apartment house. 
She was not disposed to kill herself. She just 
had this tremendous hate and destructiveness. 
That person recovered and is still well. She 
got married; she is living a reasonably happy 
married life, and I believe that the $3,500 was 
cheaper as a therapeutic experience than send- 
ing her to the hospital for psychotherapy. 
There are certain experiences in life which are 
therapeutically valuable. This is my prize ex- 
ample of how understanding on the part of 
the therapist can help an individual eliminate 
a tremendous amount of fear and hate which 


exists, and then release the effective, executive 
and rational aspects of the individual and help 
him live reasonably satisfactorily thereafter. 
Psychotherapy is, from this point of view, 
really an opportunity to help the individual 
to grow, to increase his effectiveness, to in- 
crease the problem solving ability. It is not 
telling him what to do by any means. It is not 
always giving him insight. I am perhaps in 
the minority of people who would believe 
this. When I give examinations for the Ameri- 
can Board of Psychiatry, I say, “What is 
psychotherapy?”, and the candidates say, 
“giving the patient insight.” When the patients 
do not get well, they say you haven't given 
them emotional insight. This is, I think, a cer- 
tain amount of defensiveness on the part of 
the therapist. Defensiveness is not limited to 
patients. Psychiatrists have a certain amount 
of defensiveness, wish fulfillment, and sadism 
in their own natures. Psychotherapy is not just 
giving insight, not just showing the patient 
how. If you live long enough, you will find 
that people may develop pretty good insight 
as to how they become ill and they still remain 
ill. I have seen patients of the excellent 
analysts of the country, and enough patients 
of my own that I have analyzed to find that 
there is often something lacking when psycho- 
therapy is aimed too exclusively at intellectual 
formulation and insight. People say, “Well, it 
is not enough to give intellectual insight.” It 
often seems that it is said that a patient has 
emotional insight if he gets well; and he lacks 
it if he does not get well. This is in no way 
to deprecate the contributions of psycho- 
analysis. It has been one of the greatest cul- 
tural contributions of all time. However, it 
seems to me that in therapy we have over- 
emphasized the intellectual aspect, the psy- 
chasthenic aspect. It appears to be an over- 
simplification of things which will be corrected 
in the next 50 years. 

Psychotherapy is not explaining to patients 
how they have gotten ill, or making clear to 
them the linear sequences of development. It 
is more offering them opportunities for growth. 
It is setting the stage with them for the pos- 
sibility of growth. The doctor’s attitudes which 
are mentioned here, but which I will not go 
into, will help people. I have seen some of my 
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most clever and brilliant young men pass ex- 
aminations better than I could on psychiatry, 
but who were so aloof and so intellectual and 
so unresponsive and so lacking in conveying 
this kind of thing to the patients, that the pa- 
tients have left them. The patients say, “I will 
not continue with that doctor.” I had a phone 
call two days ago, and I had to go and take 
care of such a situation. A brilliant young doc- 
tor in his objectivity and devotion to the in- 
tellectual side of things broke his relationship 
with the patient. The patient said that she 
broke it, but 1 think that he broke it because 
he didn’t have enough feeling and perceptive- 
ness. | think that an effective doctor has to 
have something of this. The feeling a physi- 
cian has and the concern for the health of 
society or the nation in which he lives, his 
concern for human welfare is important. I 
would relate it to what Freud greatly empha- 
sized, viz, Love. It is terribly important, and 
without this aspect of an individual, no matter 
how good the intellectual understanding is, 
therapy often fails. Because this side of things 
is neglected, the growth impulse of an in- 
dividual to overcome sometimes almost im- 
possible odds against him is not tapped or re- 
leased. This is what leads me to be an optimist 
in the midst of the great futility psychiatrists 
live in, of which plenty of our state hospital 
people can tell us about. 

A patient talked for three months about her 
pains and weaknesses. It became almost 
nauseating with its repetitiveness. This patient 
finally got down, through months of oppor- 
tunity for growth, to hate and destructiveness 
against her parents. Finally the hate and des- 
tructiveness was spent through hate toward 
the nurses, the hospital, and finally the doctor. 
That patient finally recovered, without inter- 
pretation reasoning and insight. 

Psychotherapy is not just reasoning with or 
explaining to an individual. It has many 
aspects which I have just mentioned. It is an 
experience as conditioning with a Pavlovian 
dog is an experience, or as the acute stress 
situation of Cannon is an experience, or as the 
chronic stress situation of Selye is an experi- 
ence. It is an experience, not as intellectual 
exercise, it is a social experience with another 
individual. It is chiefly, I think, an affective 
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experience, an emotional experience, not 
primarily an intellectual experience in which 
there is much release in feeling. A lot of it 
goes on without awareness. In other words, 
there is an unconscious automatic readjust- 
ment in the field of forces of the personality, 
the intellectual forces, the instinctive forces, 
the Superego forces. An automatic readjust- 
ment takes place which does not occur as the 
result of intellectual understanding. Therefore 
it appears that a great deal of therapy can and 
does go on unconsciously. It is a process of 
conditioning and re-conditioning. It takes time 
for this sort of thing. We can’t do the kind of 
things that surgeons can do in half an hour 
or twenty minutes. We wish we could. We 
can usually tell which patients are profitably 
amenable to surgery and what patients are 
not. Time is tremendously important, and we 
must not be discouraged when much time is 
required for psychiatric treatment. If it has 
taken maybe twenty or thirty years to make a 
person ill, how can you expect to turn the tide 
and counteract a momentum of twenty or 
thirty years by a few words or a few minutes 
or a few hours of understanding. It takes time. 

There is another process that is tremendous- 
ly important in psychotherapy, namely identi- 
fication. The patient gradually sees how a 
physician tackles terrible problems, hopeless 
problems, awful problems. He does not be- 
come upset, He says to himself, “Well, what 
is the thing to do?” “What are the possibili- 
ties?” “What has contributed to this?” Through 
these questions he establishes a certain amount 
of identification with the patient. He moves 
beyond the patient’s immediate problem and 
says to himself, “There is probably something 
we can do with this.” No situation is usually 
so awful that something cannot be done. The 
patient then gradually takes over. This is an 
automatic process of identification with the 
physician in the way he works. Of course there 
is much trial and error. There are often mis- 
takes. There is much failure, but we can keep 
on trying. There must be much effort of prac- 
tice. There must be many attempts at trying 
out new hunches, new thoughts, new experi- 
ments. 

Through all of this there is the effort of 
clarification, an effort of trying to understand 
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the motivations. However, I have seen enough 
people who could write a beautiful essay 
which I would say was correct in the clarifica- 
tion of their problem, and yet they remained 
ill. I have seen that, not only in my own ex- 
perience, but in the experience of excellent 
therapists. I had a patient recently who had 
five years of psychoanalysis, not by second 
rate people, but by top people, and that pa- 
tient was still ill. That does not mean that 
there is anything wrong with psychoanalysis. 
I approve of what had been done with her. 
But concentration on the microscopic, re- 
ductive aspect of things in human beings does 
not always move people from sickness to 
health. The final thing is important. This 
woman patient said something that is terribly 
important when you are dealing with emo- 
tional conditions. If a doctor has hope and re- 
sponds to a challenge, he is going to be a 
better psychotherapist than the physician who 
is too objective, too psychasthenic, too intel- 
lectual. 

I can’t help but close with an illustration of 
that. There was a patient who was very ill, 
and a young psychiatrist, (I would have put 
him up amongst the top for his ability in ex- 
aminations anywhere in the country), was 
treating this patient and was very much at 
that time influenced by analysis. He is a very 


good analyst now. Anyway, at that time he 
said to the patient, “It is not my job to care 
really whether you live or die, commit suicide 
or not.” “That is not my job.” He spoke so 
objectively, so scientifically. “My job”, he said, 
“is to help you understand your situation and 
to render your unconscious conscious”. The 
patient came to me and said, “Doctor, I fear 
that I can no longer see so and so, because 
anybody that feels that way toward me can- 
not help me. I went home and the old colored 
mammy who helped raise me, patted me on 
the shoulder and said ‘Missy, just keep strug- 
gling; things will be all right’.” She said, “Dr. 
Appel, that didn’t cost me $20.00 an hour.” 
This patient is well, she got something from 
another human being which she did not get 
from a very excellent man who was over- 
emphasizing the psychologic aspect, the in- 
tellectual aspect of things. He was not empha- 
sizing the human responsiveness, the human 
lift the patients get and feel and identify with. 
I believe that this is the essence of what has 
been talked about, and the essence of libido 
and the growth impulse which all individuals 
have. If we can help release that from these 
destructive impulses of fear, hate and internal 
hostility, we can help more people from the 
point of view of psychotherapy than we think 
we can. 


“In other words the attitude of modern medicine 
has not been so very different toward these patients 
from that described in 1884 by Clifford Allbutt, the 
great English clinician, who said in speaking of the 
visceral neuroses: “A neuralgic woman seems thus 
to be peculiarly unfortunate. However bitter and 
repeated may be her visceral neuralgias, she is told 
either that she is hysterical or that it is all uterus. In 
the first place she is comparatively fortunate, for she 
is only slighted; in the second case she is entangled 
in the net of the gynecologist, who finds her uterus, 
like her nose, is a little on one side, or again, like 
that organ, is running a little, or it is as flabby as her 


biceps so that the unhappy viscus is impaled upon 
a stem, or perched upon a prop, or is painted with 
carbolic acid every week in the year except during 
the long vacation when the gynecologist is grouse- 
shooting, or salmon-catching, or leading the fashion 
in the Upper Engadine. Her mind thus fastened to 
a more or less nasty mystery becomes newly ap- 
prehensive and physically introspective and the mor- 
bid chains are riveted more strongly than ever. 
Arraign the uterus, and you fix in the woman the 
arrow of hypochondria, it may be for life.” 
Psychosomatic Medicine by Weiss and English. 
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CAUSES AND RESULTS OF PARENTAL 
PERFECTIONISM 


Leo Kanner, M., D. 
Baltimore, Maryland 


eslie was the highly intelligent, at- 

tractive 14-year-old daughter of an 

economically well situated couple. She 
did exceptionally well in school. Her parents 
assured her often that her happiness was 
uppermost on their minds. Yet Leslie, who 
did not doubt their word, swallowed a dozen 
pills one evening in a suicidal attempt. 

Had you met Leslie’s mother at a social 
gathering, you would have been impressed 
by her flawless attire and her correct man- 
ners. Had you been a guest in her home, you 
would have gone away with the feeling that 
no child could have asked for a better en- 
vironment. Yet Leslie, in a moment of despera- 
tion, had preferred death to life with her 
family and in her world as she experienced it. 

Leslie, in spite of her brilliance and her 
good looks, had little, if any, confidence in 
herself. She went about with the conviction 
that she let her mother down. She said: “If I 
were a mother and had a daughter like me, 
I'd be horrified.” She was pathetically unable 
to accept herself as she was. When asked 
what her most important wish was, she replied 
sadly: “That my mother wouldn’t have to 
worry about me.” 

Leslie was a planned child. One might say, 
in fact, that she was a calculated child. Her 
parents waited until housing and finances 
were just right. Mrs. B., it is true, had hoped 
for a boy; she had selected a name which 
would suit either gender. Once the infant 
arrived, she was determined to be a good and 
dutiful parent. She read many books on child 
rearing. She was going to see to it that her 
child would be a perfect specimen. She set 
up rigid rules and regulations for herself and 
for Leslie. Feeding routine, as everything else, 
was adhered to meticulously. Bowel training 
was begun when the baby was only three 
months old. As Leslie grew older, much de- 
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tailed attention was given to diction, posture, 
demeanor, cleanliness, obedience, choice of 
companions, and later to reading matter, tele- 
vision programs, homework, and social func- 
tions. Mrs. B. never spanked or scolded. She 
expressed her disapproval ever so subtly: “You 
are getting a bit stout, honey; don’t you think 
we might go to the doctor and have him pre- 
scribe a diet for you?” (This after Leslie had 
been instructed to eat amply so that she 
might grow up to be strong and healthy). Or: 
“I am proud that my darling has 95 in the 
arithmetic test; but don’t you think that a 
wee bit more effort might have produced 
100?” Or: “Dorothy, with whom you go around 
so much, is a nice girl all right; but did you 
notice how sloppy she is and the bad gram- 
mar she uses? How about inviting Alice, 
sweetheart? She comes of such a fine family.” 
Or: “Of course, dear, I want you to select 
your own clothes; but don’t you think that 
the dress you just put on is a bit too loud for 
the occasion? Be a good girl and change to the 
blue one.” 


The child obeyed. But try as she may, she 
did not always achieve 100’s. The scales in- 
dicated that her weight was either somewhat 
above or somewhat below what the “ideal 
weight chart” said that it should be. Somehow 
she could not help liking Dorothy better than 
Alice. Somehow her mother, who had once 
dabbled in art, kept implying that Leslie’s 
tastes did not measure up to her expectations. 
The child, endeavoring to please, set the high- 
est imaginable standards for herself and was 
full of guilt and contrition when she found 
that she could not live up to them. She be- 
came a perfectionist, forever displeased with 
her inability to excel in everything. 

Leslie’s mother was by no means a villain 
bent on undermining her daughter's morale. 
She herself had been brought up strictly by 
parents who could accept her only on condi- 
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tion that she was “just so” in every sphere of 
living. She had to prove herself to her parents, 
to herself, and to the world at large. She was 
a defendant in this huge courthouse as which 
she saw her world and, in order to assure 
perfection in those for whom she felt re- 
sponsible, kept jumping from the defendant's 
chair on the judge’s bench. The fact that her 
verdicts were pronounced ever so gently made 
things more difficult for Leslie. You can resent 
beatings and harsh censure but you are hope- 
lessly disarmed and crushed by the “sweet- 
ness-and-sunshine” kind of disapproval. 

Lawrence was brought to the clinic at 12 
years of age with the complaint that he was 
“pulling into himself, away from other people” 
and that, though known to have a high in- 
telligence quotient, he did poorly in his 
studies. 

Lawrence's father was a clergyman who 
occupied a leading position in the administra- 
tive functions of the church. He was the scion 
of a prominent family and was expected 
eventually to take over the family’s business. 
He was brought up with extreme rigidity and, 
no matter how much he tried, could not live 
up to his parents’ demands. While he en- 
deavored to conform in every way, the pros- 
pect of going into business with his stern 
father frightened him to the extent that he 
decided to go into the ministry, not so much 
because he liked it as a vocation but because 
this offered the one acceptable opportunity 
to get away from the dreaded affiliation. He 
saw in his choice an act of rebellion against 
his father. But, on the basis of his early ex- 
perience, he came to conceive of his God as 
another punishing, unforgiving, merciless 
father who tolerated nothing less than the 
utmost perfection. He denounced movies, 
radio, television, smoking, and the reading of 
secular books as a sinful waste of time. He 
then committed his second act of rebellion, 
as he called it. He married a young school 
teacher whose family, albeit decent and re- 
spectable, was not as high up in the social 
register as were his parents, who refused to 
give their blessings. Since this resulted in a 
complete estrangement from his parents, he 
somehow held it against his wife and, from 
the first day on, tried to make her over. 


Nothing that she did was right, no matter how 
hard she tried to please him. 

Lawrence was the second of four children 
from this union. The father had this to say 
about his paternal role: “I really have little 
time for them. Sometimes they consider me a 
judge in a court house instead of a father. I 
am concerned mainly with the general conduct 
of the children. Our marital relationship has 
not been one of the best, mainly because of 
different personalities. One thing we don't 
agree on is discipline. I try to maintain it and 
pose punishment but she won't carry it out.” 
In order to maintain discipline, he went so 
far as to keep for years a chart in which, at 
the end of each day, he decided on the per- 
centage of obedience, neatness, responsibility, 
etc.; then he averaged the percentages for the 
week and gave to each child that percentage 
of his or her allowance which he had worked 
out on the chart with mathematical precision. 
His wife finally burned the charts when he 
was on a trip away from home and he 
punished her by not speaking to her for 
several weeks. At that time, it was discovered 
that she had a cancer of the breast; he de- 
clared that he was too busy to take her to the 
hospital for the operation and she had to call 
a cab. 

He paid little attention to his first child 
who, being a girl, did not count for much in 
his set of values. When Lawrence came next, 
the father was determined to see to it that 
his son should be hammered into one hundred 
per cent conforming, unerring, obedient, sub- 
missive perfection. Lawrence, wanting his 
father’s approval, complied as best as he 
could. He never received recognition of his 
successes but was always severely rebuked for 
any slightest deviation. When seen at the 
clinic, he was in the process of giving up. He 
spoke of himself with sad conviction as being 
inherently bad, of not having a shred of self- 
confidence because he was certain that there 
was nothing in him that was good and—under 
the circumstances—what was the use of try- 
ing? 

It took quite some time to help this boy, 
crushed and defeated by constant paternal 
censure, to accept himself as a person who 
can be accepted by others. Lawrence had 
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found refuge in the comforting world of day- 
dreams in which he could be a conquering 
hero, a much-admired explorer, possessed of 
unusual talents, But the more pleasure he had 
found in the realm of imagination, the farther 
he removed himself from the matters of every- 
day living, from attention to his teachers’ in- 
structions, and from social contacts with his 
companions. In order to make it desirable for 
him to come back to the reality from which he 
had begun to withdraw, it was necessary to 
make the reality more palatable than it had 
been. Much work had to be done with the 
father who, while reviewing his own early 
experiences and resentments, developed at 
least a partial understanding of what had 
happened to his son. He called off the dogs of 
criticism and intolerance sufficiently to cause 
Lawrence to be less afraid of his father’s very 
presence. The boy, unused to the newly 
gained freedom, went through an episode of 
retaliation for past misery but gradually found 
his bearings, did well in school, and learned 
to accept himself as he was. He was able to 
sum up his happier state of mind by saying: 
“I have found out that, by conforming to other 
people’s ideas, I do not have to lose my own 
identity.” He is a happier person now but for 
years he had suffered tortures as a result of 
his father’s perfectionism. 

Perfectionism, in varying shades and de- 
grees, is not uncommon in our culture. In 
many occupations, a premium is put on 
punctiliousness and meticulousness. A certain 
amount of obsessiveness can indeed be an 
asset for an artisan, a scientist, or an executive. 
It serves a useful purpose if it can be confined 
to the exigencies of the job. You could not 
trust a mechanic who does not properly con- 
nect the wires in your car, a carpenter who 
does not depend on exact measurements, a 
pharmacist who does not fill a prescription 
according to specifications, a surgeon who 
does not master the intricacies of a delicate 
operation, or a bookkeeper who does not 
handle his figures with the utmost precision. 
But a human being is not an automobile, a 
piece of furniture, a drug, a tumor, or a ledger. 
A growing human being wants to develop and 
maintain a sense of identity, a comfortable 
awareness of the self. 
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Parental perfectionism is one of the prin- 
cipal obstacles to the unfolding of a child's 
self-acceptance and self-reliance. From the 
beginning of life, he is pressed into a be- 
havioral strait-jacket. His functions are de- 
termined by the clock, the scales, the adults’ 
preconceived notions about when and how 
much he should eat, when and how often he 
should empty his bowels, when he should re- 
tire and how long he should sleep. As time 
goes on, this type of regimentation is extended 
to include every conceivable area of his 
activity. The slightest departure from a more 
or less arbitrarily postulated optimum cannot 
be viewed with equanimity by a parent out 
to demonstrate her faultless efficiency. Her 
devout wish to enjoy her offspring is counter- 
acted by an uninterrupted succession of 
chores intended to offer a perfect model to her 
world. It is so reassuring to be able to say: 
“Behold, I am doing a good job. You must ad- 
mit that I know my responsibilities and am 
untiring in my efforts to carry them out.” Of 
course, results are the best proof of successful 
effort. Therefore, the child is expected to “co- 
operate,” that is, to yield. If he does not, the 
pressures must be increased. 

A child is not like a piece of putty which 
you can knead to your heart’s desire, with the 
expectation that it will retain the shape which 
you have impressed on it. John B, Watson 
showed some forty years ago that newborn 
infants could not tolerate any attempt to 
hamper their movements. “Almost any child 
from birth,” he reported, “can be thrown into 
a rage if its arms are tightly held to its sides; 


sometimes even if the elbow joint is clasped . 


tightly between the fingers the response ap- 
pears; at times just the placing of the head 
between cotton pads will produce it.” 

There is a certain latitude provided for 
motion, appetite, sleep requirement, bowel 
routine, and everything else. Nature sees to 
it that the spread is kept within boundaries, 
which differ individually. Arbitrary narrowing 
or widening of these boundaries leads to re- 
strictions, constrictions, and coercion. An 
ultrasophisticated father was determined that 
his son should walk at nine months. He forced 
him to move his legs forward and became 
irritated when the child, who was not ready 
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for it, did not comply. It took the little boy a 
long time before he had the courage to walk, 
even when he was ready. A mother kept “cor- 
recting” her little daughter’s speech at a time 
when children are unable to enunciate all the 
consonants in adult fashion. The girl tried, 
felt that she could not satisfy her mother’s de- 
mands, and stopped speaking altogether. 

Different children react differently to such 
a regime. Some make a strenuous effort to 
gain approval by turning themselves into 
machine-like creatures who try to function 
with the utmost precision, always finish their 
spinach, never stay up a minute later than the 
moment desired for their bedtime, work for 
top marks in school, want to shine in athletics, 
and obey to the point of unconditional sur- 
render. If they succeed, they grow up to be 
serious-minded_ perfectionists themselves, in- 
capable of enjoying a life which is viewed as 
a time table of routine duties. Their upbring- 
ing has pushed them into a state of mind 
which makes it imperative for them to prove 
their worth to the world as they have tried to 
prove it at home. The pressure from without 
is incorporated as a perpetual inner drive for 
perfection, resulting in endless frustration, be- 
cause perfection is not an attribute of the 
human species. Leslie’s dissatisfaction with 
herself led to an attempt at self-destruction. 
The relatively successful surrenderers become 
the adult “stuffed shirts,” the humorless, liter- 
al-minded obeyers of the letter rather than the 
spirit of social conventions and the kind of 
parents that Leslie and Lawrence had to cope 
with. Some, discovering that you cannot 
achieve perfection in everything, choose to 
specialize in perfection and are tortured by 
the self-imposed rigidities of obsessive-com- 
pulsive rituals. Clinical experience has shown 
convincingly that the coerciveness, which has 
insisted on perfect food intake, perfect bowel 
habits at the earliest time, and perfect be- 
havior in general, is often the fundamental 
background for the development of obsessions 
and compulsions. 

There are children who give up the strug- 
gle at an early age. When the demands arising 
from the felt lack of appreciation make reality 
appear too distressing, any mode of getting 
away from it may seem to offer welcome relief. 


One of the great avenues of creativeness, the 
gift of fantasy, is seized upon, not as the 
wholesome beautifier and emotional balancer 
which it can be, but as a means of escaping 
from unbearable pressures. It is so inviting to 
settle down in a realm in which the child, in- 
stead of being ordered around and nagged by 
incessantly carping critics, has it in his power 
to arrange things to suit his needs, to be the 
prime mover, to ensconce himself in the 
pleasantly warm bath supplied by the limit- 
less flow of his daydreams. Just as there are 
degrees of conformity ranging from the 
comfortable acceptance of reasonable regu- 
larity to the tense enthrallment in obsessive 
just-so-ness, so are there degrees of fantasy 
ranging from the playful animation of dolls 
to the extreme of fancy-born withdrawal from 
participation in the real affairs of everyday 
living. Lawrence was well on the road to the 
extreme at the time when he was brought to 
the clinic. 

Then there are those children who put up 
a fight for the right to their identity. Instead 
of surrendering or withdrawing, they are in 
constant rebellion, which may eventually ex- 
tend from the resentment of unreasonable 
authority to the generalized dislike of anybody 
and anything representing authority, no mat- 
ter how reasonable. The courageous little in- 
surgent, far from getting recognition for being 
a miniature replica of Prometheus, is con- 
demned by the moralizing elders who see in 
the behavioral nuisances merely another in- 
vitation to try to make him over completely. 
Unless the source of the rebellion is under- 
stood and altered, the vultures of censure from 
the adults and the child’s own remorse keep 
hacking away at the modern little Prometheus’ 
liver. Many of the so-called military schools, 
to which some of these youngsters are sent for 
the application of rigid discipline, will, if they 
are at all sensitive to children’s feelings, tell 
you how crushed and defeated and hungry for 
approval they are beneath an outward show 
of unruliness and defiance. 

Children under stress invariably must react 
in some form or another to environmental 
damage brought about by attitudes which 
interfere with the natural unfolding of spon- 
taneity and identity. Overtly neglected and 
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mistreated children have been known to re- 
taliate with delinquency or other forms of 
hostile aggressiveness, Overprotected children 
usually get back by dominating those who 
overprotect them. Coerced children of per- 
fectionistic parents often come to look for the 
causes of parental disapproval within them- 
selves and, facing life with perpetually guilty 
insecurity, surrender, withdraw, or rebel. 
Whatever the specific reaction may be, per- 
fectionistic pressure is a pathogenic factor 
which exerts an adverse influence on a child’s 
personality development. When the effects of 
surrender, withdrawal, or rebellion have be- 
gun to interfere noticeably with a child’s ad- 
justment, psychotherapeutic help becomes 
imperative. The child must be given an op- 
portunity to express his feelings, to gain 
strength from the recognition of his assets, 
and to thaw out in the warmth of understand- 
ing guidance toward self-acceptance. At the 
same time, the obsessively critical and control- 
ling parent must be helped to reappraise his 
or her role in the situation, without recrimina- 


tion and with an attitude which takes account 
of the experiences which have driven him or 
her to perfectionistic surrender and demands 
on the child. 

By far the greatest task lies in the realm of 
prevention. This is a major job of mental hy- 
giene reserved especially for pediatricians and 
general practitioners: Parental trends can be 
recognized at the earliest stages of parent- 
child relationship when it comes to the func- 
tions of feeding, toilet training, and “disci- 
pline.” It is there that the prophylactic lever 
can be applied most helpfully. It is then that 
the mother can learn that she does not “have 
to” turn herself into a robot, that real enjoy- 
ment of a child is more beneficial to herself 
as well as to the child than the joyless, merely 
dutiful performance of mechanical acts, and 
that a child’s future happiness is assured by 
affection, acceptance, and approval and not 
by jittery methods which make both parent 
and child unhappy on the road which is in- 
tended to lead to happiness and adequate 
functioning. 


THE CHANGING CONCEPTS OF 
INVOLUTIONAL MELANCHOLIA 


James H. Watt, M. D. 
White Plains, New York 


he mental reactions associated with the 
Ks climacterium have existed throughout 

the ages and the signs and symptoms 
have been described in early written records. 
The term, melancholia, is one of the oldest 
in psychiatry and probably no mental reaction 
has been more thoroughly observed and 
studied. In our generation the course of the 
mental disease has been changed most 
dramatically through the use of electric 
shock. Even Dr. Percival Bailey states that 
electric shock therapy “sometimes cuts short 
the attack in spectacular fashion”. This has 
been one of the most impressive therapeutic 
triumphs in psychiatry, in fact, we no longer 
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see many of the classical pictures so beauti- 
fully described by the careful students of the 
subject. Some of our understanding of the 
personalities of patients who suffer from in- 
volutional reactions has been notably changed 
by the release afforded by electric shock 
treatment and by the patients’ newly ac- 
quired ability to tell of their past, which they 
were unable to do before the introduction of 
this form of treatment. 

The purpose of this paper is to review some 
of the older concepts of involutional mental 
reactions and through the presentation of 
clinical material to show how dramatically 
the course of the disease has been altered. A 
typical case history will show how the per- 
sonality structure and personal history of 


383 


barn 


Aw 


i 
: 
— 
- 


these patients differ from the concept which 
we have held for many years. 

The mental reaction occurs in the forties 
and fifties in women, and in the fifties and 
sixties in men. It is usually characterized by 
anxious depressive agitation and a trend of 
guilt, self-accusation, delusional hypochon- 
driasis and absurd notions of poverty, punish- 
ment, living death, nihilism, and grandiose 
sin. The suicidal wish is most pronounced. 
The modern classical concept was first formu- 
lated by Kraepelin at the time when he was 
making the clear descriptive differentiations 
between the manic depressive and the de- 
mentia praecox reactions. In this country we 
have continued to have the same general con- 
cept of this reaction. Excellent contributions 
to the understanding of the personality struc- 
ture and life forces involved have been 
offered by such men as Hoch,2 MacCurdy,? 
Kirby, Strecker, Titley* and Palmer. Sta- 
tistically the involutional psychotic reaction 
includes those “characterized most commonly 
by depression occurring in the involutional 
period without previous history of manic-de- 
pressive reaction”. There is a paranoid form, 
but any form of mental reaction can also 
occur at this time of life. 

Of historical interest is the criticism of this 
concept of involutional melancholia by Drey- 
fus in 1907. He made a critical review of all 
cases of involutional melancholia observed 
and studied by Kraepelin at the Heidelberg 
Clinic. Dreyfus believed that the reactions 
were not different from the mixed manic de- 
pressive reaction and his report influenced 
Kraepelin to state: “These results show that 
for most of these disorders which have been 
designated as melancholia, there now exists 
no sufficient reason to separate them from 
manic depressive insanity”. Dr. George H. 
Kirby, then Director of Clinical Psychiatry at 
the Manhattan State Hospital, critically re- 
viewed the report of Dreyfus and showed 
that the case material had not been correctly 
analyzed. The original concept of Kraepelin 
has been retained in American psychiatry, 
whereas most European clinics have followed 
the concepts of Dreyfus, i. e., that the involu- 
tional melancholia is not a separate clinical 
entity but a form of manic depressive reaction 


manifesting itself in the involutional period. 

In this country students have emphasized 
the personality traits of patients in whom this 
disorder occurs. W. B. Titley* has stressed the 
narrow range of interest, the inability to main- 
tain friendship and affectionate relationships, 
and general personality rigidity. Harold D. 
Palmer® has stressed personality traits of 
rigidity, inelasticity, unadaptability, sadistic 
tendencies, constriction of mental horizon, per- 
fectionism, dedication to work without en- 
joyment, stubbornness, penuriousness, and 
over-conscientiousness. 

Strecker? has presented the background and 
forces at work in the personalities of individ- 
uals passing through the climacterium and 
has shown how many of the signs and symp- 
toms of the involutional reaction are ex- 
aggerations of difficulties to which most in- 
dividuals adjust, live through, and continue 
productive, effective, and reasonably con- 
tented. It is a time of general aging with at- 
tending threats to security. 

In preventive psychiatry it is well to re- 
member that some of the changes in life ad- 
justments and interests in those who continue 
effective and healthy through this period are 
as great as the changes from health to sick- 
ness. The picture of the woman who becomes 
an aggressive person in the community, 
church, and even political affairs, after a long 
life of complete commitment to her home and 
children, is familiar to all of us. The man who 
takes up new interests, who is able to rely 
more upon his wisdom, judgment and experi- 
ence, who develops the philosophy of live- 
and-let-live, is another example. 

The mental hygiene of this period has be- 
come high-lighted by our concern over retire- 
ment and the attention which must be paid to 
the adjustments for balanced living in men 
and women in their forties, fifties, and sixties. 
There is wider understanding on the part of 
the profession and laity of the psychological 
forces which accompany the aging and the 
physiological changes such as cessation of 
menses and failing potency. 

In youth death has an unreal quality, but 
at this time of life when one is nearer death 
in reality, there is likely to be a tendency to 
wonder and to fear. The normal feelings of 
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blues and depression of this period in life may 
become greatly exaggerated in the involu- 
tional illness; there may be real mental an- 
guish, manifested in deep anxious depression 
with many absurd ideas about death. 

It is a time when the individual is apt to 
develop serious physical diseases, including 
hypertension and cancer. A normal amount 
of concern with regular physical examinations 
and treatment of any physical pathology is a 
desirable thing. In the involutional melan- 
cholia reaction, however, normal fear may 


be magnified into a delusional hypochon- — 


driasis, various degrees of which are familiar 
to all clinicians. Similarly, a normal concern 
about economic security and the conservation 
of one’s savings and estate may be expressed 
by the sick person as ideas of poverty. Gen- 
eral aging, loss of physical attractiveness, 
drive and sexual potency may be expressed in 
the involutional illness as feelings of not being 
needed or wanted, or being unloved. There 
may be painful ideas of jealousy with delu- 
sions of infidelity. The unpleasant physical 
sensations including flashes and general rest- 
lessness may be seen in the exaggerated form 
as wild agitation. 

Involutional reactions are usually pre- 
cipitated by some traumatic event such as a 
serious physical illness, an operation, a move, 
retirement, the loss or death of a loved one, 
which ushers in the anxious agitated, hypo- 
chondriacal depression. In addition to the 
trend elements of hypochondriasis, ideas of 
poverty and death, self-accusation, there is 
frequently encountered the grandiose trend, 
“the worst case in the history of the world; 
it will be in all the text books. No one has ever 
seen anything like it.” Today we rarely see 
these patients develop the full blown in- 
volutional melancholia picture, particularly 
the absurd hypochondriasis, poverty and 
death and nihilistic notions often met with a 
quarter of a century ago when the patient 
continued ill for months and even years. In- 
deed one rarely sees the symptoms which 
Hoch and MacCurdy associated with a poor 
prognosis: the restriction of interest and 
affect, peevishness, autoerotic behavior and 
ridiculous hypochondriacal delusions con- 
cerned with the gastrointestinal tract. 
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The psychoanalytic studies of Freud and 
others have thrown much light on the dy- 
namics of depression. There are many anal 
qualities in the structure and overcompensa- 
tions in the personalities of patients who de- 
velop involutional melancholia. Throughout 
their earlier lives their compensations and 
drives have worked and many of these pa- 
tients have made great contributions through 
their dogged perseverence, stubbornness, 
thoroughness, adherence to duty, and reliabil- 
ity. During various life epochs prior to the 
climacterium they usually overcome situations 
which would break others down into func- 
tional illnesses. So many qualities of the ill- 
ness are manifestations of the personality 
structure and the anal tendencies are es- 
pecially pronounced in this illness. The pro- 
longed stubborn reaction prior to the use of 
electric shock treatment is not the least of 
these so-called anal tendencies. Of more im- 
portance is the prolonged monotonous trend 
of self-accusation, punishment, and the ex- 
pression of guilt in anal terms, filth and dirt. 
In the days before electric shock this was 
about all the trend that could be elicited. The 
perfectionistic striving would be present, the 
devotion to duty at the expense of warmth and 
affection in human relationships was noted, 
but it was only after the administration of 
electric shock in many of these patients that 
material was released to give us some idea of 
the nature of the repressing forces in these 
patients, and the nature of what was re- 
pressed, It was clear that the only way of 
expressing guilt was in anal terms. 


The following case history is typical: 

The patient, a married woman of 55, the wife of 
a teacher, and the mother of one son of 17, was ad- 
mitted to the hospital after having been withdrawn, 
depressed, agitated and hypochondriacal over a 
period of six months. 

She was the oldest of three girls and her birth and 
early development were normal. She was well ed- 
ucated and upon finishing college, taught school until 
the time of her marriage at the age of 25. Her only 
child, a son, was born when she was 28. 

Her personality was that of a shy, cautious, per- 
fectionistic individual who showed persistent effort 
in her school work, housekeeping, and the rearing of 
her only child. According to her and her husband 
their sexual life was not satisfactory, both being 
afraid of pregnancy, and both resorting to masturba- 
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tion. The patient and her husband had few close 
friends. They were quite interested in their church, 
the patient taking an active part in the music program 
as she played the piano and pipe organ competently. 

The beginning of her illness was associated with 
several events. Her menopause occurred five years 
before admission and for some years after this she 
was troubled by hot flashes, was inclined to worry 
more about her body, including digestion and 
elimination. She continued active and effective in her 
home and in the community until six months prior to 
admission when her son went away to school. Im- 
mediately she became more hypochondriacal. A 
hysterectomy for fibroids was done and she had 
several teeth extracted and suffered a severe upper 
respiratory infection, all within a month. Her hypo- 

chondriasis increased, she became depressed and in 
addition to complaints of constipation she developed 
the belief that a foul odor emanated from her body 
and that bathing left her unclean. She avoided people, 
became more agitated, and during the five months 
prior to admission, lost considerable weight. 

On admission she appeared depressed, disheveled, 
and much older than her age. Except for the loss of 
weight the physical examination was essentially nega- 
tive. 

In the hospital she was seclusive and explained 
this on the basis of her unpleasant odor. She ate 
poorly and required sedative hydrotherapy and mild 
sedation for sleep. She entered reluctantly into the 
program activities. In interviews she was not very 
free in talking about her family, personal history, 
personality development, and underlying conflicts. 
She was self-depreciatory, complained of constipation 
and expressed the belief that the foul odor emanated 
from her vagina and that her entire body was un- 
clean. She did not respond to unburdening, explana- 
tions, and reassurances. Although participating in the 
various activities she derived no satisfaction from 
them and refused to take any part in music which had 
been one of her chief interests. After a month in the 
hospital she was given a series of twelve electric 
shock treatments to which she responded immediate- 
ly by a marked improvement in appetite and sleep. 
She talked more freely and revealed a clandestine 
love affair in the early years of her marriage about 
which she had felt much guilt for several years. Her 
spirits improved and she became more responsive in 
interviews, showing a great interest in understanding 
the development of her difficulties, particularly em- 
phasizing her son’s becoming independent and leaving 
for school. She unburdened a great deal of hostility 
toward her husband and the feeling of resentment 
about having to be too much in his company follow- 
ing the departure of her son. At the same time her 
visits with her husband became more frequent and 
were for the most part pleasant. She was able to 
resume her interest in music and other parts of the 
hospital program. After four months of treatment 
she began visits to her home. She left the hospital 


after six months and has remained well for several 
years. 


Her course is typical of many patients during the 
past twenty years, and the beginning of the illness 
was quite similar to that of many patients who were 
sick for one or two years. 


In 1948 Hamilton and Ward of the New 
York Hospital—Westchester Division com- 
pared the results of hospital treatment before 
and after the use of electric shock therapy. 
Of great importance was the fact that prior 
to the use of electric shock the average length 
of hospitalization was two years, in contrast 
to an eight months’ hospitalization for the 
group treated by electric shock therapy. Dur- 
ing the past few years this average has de- 
creased to six months. 


To come back to the specific effects of 
electric shock treatment, it is still a matter of 
speculation as to the way the treatment works. 
In most cases of involutional melancholia the 
response is noticeable after the first two or 
three treatments. The skin appears more alive, 
the sleep improves, the appetite and elimina- 
tion improve before the depressive trend sub- 
sides. There seems to be a direct stimulating 
effect. 


The involutional patient, who after electric 
shock treatment recalls past behavior about 
which there is much guilt, is typified by the 
woman whose case history has been presented. 
It is interesting to see how the guilt is ex- 
pressed only in terms of anal language, dirt, 
filth and uncleanliness. It has been noted that 
the structure of the personality of the patient 
who develops involutional melancholia has 
many anal qualities. Freud® has noted in 
Civilization and its Discontents that “anal ero- 
tism is from the first subjected to organic 
repression in addition to any inhibition as a 
result of training or parental attitudes”. Is it 
possible that this type of organic repression 
is in some way altered by shock treatment to 
allow many of the patients with involutional 
melancholia to tell us things they themselves 
could not recover under ordinary therapy but 
could only express in the anal language of 
filth, uncleanliness and obstipation. Certainly 
those of us who are working with patients 
suffering from involutional melancholia are 
learning that not all of them are so rigid and 
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without warmth and ability to relate to others. 
The spectacular effect of electric shock in re- 
leasing material which had apparently been 
organically repressed, has led to a striking 


change in our concept of the personality 
structure of the patient suffering from in- 
volutional melancholia. 
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A DYNAMIC APPROACH TO 
PSYCHOTHERAPY 


M. Estuer Haropine, M. D. 
New York, N. Y. 


n the brief time at my disposal I cannot 
I possibly give even a cursory summary of 
the whole of Jung’s concepts. His psychol- 
ogy is so rich and his thought contains so much 
that is revolutionary and creatively new that 
it would take a whole course of lectures to re- 
view it. His ideas and understanding reach out 
into all realms of human thought and endeavor 
and throw light on any and every aspect of 
life. So I am very conscious of the inadequacy 
of what I have to say. But in order to present 
the kind of situation in which Jungian analysis 
can be helpful I will give five cases which in- 
dicate something of the scope of the problems 
with which we have to deal. 

Persons who come to an analyst for help 
may have psycho-somatic difficulties or 
symptoms of neurosis or they may have no 
recognizable symptoms at all. Instead they 
suffer not from physical illness but from un- 
happiness, loss of a sense of meaning in their 
lives, or from some irreconcilable conflict. In 
each of these cases the problem depends on a 
sense that they are not at one with themselves, 
their conscious attitudes are at variance with 
their unconscious impulses, or are out of har- 
mony with deep-seated needs and trends of 
unknown but most powerful parts of them- 
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selves. The problem we, as analysts, have to 
tackle is how to heal this psychic breach and 
to put the patient into touch once more with 
his own inner being. 

When a problem of this kind has to be dealt 
with there is little hope of success if reliance 
is placed only on external or objective observa- 
tions. For to the individual concerned the ex- 
perience is entirely different, entirely other 
than its symptoms or outer manifestations, 
which are the only aspects it presents to the 
outside observer. The modern psycho-thera- 
pist, in contrast to the academic psychologist, 
or the neuro-psychiatrist, approaches his pa- 
tient’s problem from the subjective point of 
view, exploring the problem as the patient 
himself experiences it. The pioneer in dealing 
with human problems in this way was, of 
course, Freud. He taught that in cases of 
neurosis and other psychological difficulty the 
libido, the psychic energy, had become 
blocked either through some infantile trauma, 
or on account of repressions due to the selec- 
tive activity of what he called the super-ego. 
The aim of his therapy was to retrieve the lost 
libido and get it adapted to the external situa- 
tion. 

There are, however, many persons for whom 
adaptation to the outer world is not satisfying. 
They are not relieved by this kind of analysis, 
their difficulties cannot be explained in terms 
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of the nursery and the family drama. They _ the stage of confession; the stage of explana- 
seek also to become adjusted to inner or _ tion; the stage of education; and the stage of 
spiritual values and to take a part in the cul- _ transformation. These stages are not clearly 
tural strivings of mankind; that is, they seek _ separated in the actual analysis, but proceed 
for an introverted as well as an extraverted more or less simultaneously. 


adaptation. During the course of the analysis the prob- 
When this is the case, there usually occur __ lems of the personal unconscious, with its per- 
in the dreams symbols that cannot be under- _ sonification in the shadow, is first dealt with 


stood by a reductive analysis to the personal _and this is followed, in any profound analysis, 
life and experience of the individual. Strange __ by an exploration of the collective unconscious 
and fascinating images and themes may ap- (that part of the psyche that is common to all 
pear in the dreams, which resemble those of | mankind), whose contents, the archetypes, 
myths and religious rites, and are to be found, __ represent the basic patterns of the human 
too, in legends and fairy tales. Jung has shown __ psyche. They are represented by fascinating 
that these themes, which he calls archetypes, and powerful images that affect the conscious 
represent the common patterns of human life and convictions of the individual pro- 
functioning. It is by way of these patterns that foundly. For the resolution of any serious 
the psychic energy can be led over from its psychic conflict it is necessary to re-orient the 
purely childish and regressive manifestations _ patient to these basic forms. 
into the path of psychological development. Case material was then presented to demon- 
So in the Jungian way of analysis we are strate how the conscious attitude of an in- 
not satisfied only to uncover the repressions dividual may be affected by the emergence of 
and so-called infantile traumas, which have “archetypal” images from the deeper un- 
undoubtedly served to dam up the libido in conscious and how this may cause serious 
the past, we have to go on to discover by what _ psychic disturbance, until through an explora- 
means this same libido can be channeled into tion of the unconscious by analysis of the 
profitable enterprises so that the individual dreams, a reconciliation can be brought about 


may become a whole person, one able to con- —_ between the conscious and the unconscious 
tribute his full share to the common human _sparts of the psyche, so that the life force or 
task. psychic energy, which takes it origin in the 

There followed a brief account of the four = unconscious can be released once more for 
stages of analysis that Jung differentiates: viz. __ the life process. 


Cost of Psychotherapy. What of the question of dain with which we now regard the polypharmacy of 


the time, effort and expense of psychotherapy? True a bygone age in medicine. In our own studies of 
it is that all of this takes time and effort, and it must “thick-chart” cases—patients from the out-patient de- 
be paid for, yet when we look into the time, effort partment selected solely on the basis of having a chart 
and expense consumed by many patients or by in- an inch thick—we found a new phrase to replace 
stitutions taking care of these patients in the tradi- “the high cost of psychiatry.” It was “the high cost of 
tional medical approach, we realize that an hour or no psychiatry.” The patients who had accumulated 
two well spent in a discussion of the life situation of thick charts, often representing dozens of visits with 
such patients might have obviated a great deal of numerous referrals to specialty clinics, hundreds of 
this expenditure. It is really amazing what the total dollars worth of laboratory work, innumerable pre- 
expense of a great many of these needless studies scriptions for placebos and barbiturates, and often 
amounts to, so far as the institution is concerned, and unnecessary surgery as well, could frequently be bet- 
of course the same thing is true in the case of private ter understood by an hour’s interview conducted 
patients. The day is close at hand when we shall re- along psychosomatic lines. 


gard some of these thick-chart patients, this poly- Psychosomatic Medicine by Weiss and English. 
physical approach, with the same amusement and dis- 
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INFLUENZA 


DR. LEROY E. BURNEY* 


During recent weeks the eyes of the medical pro- 
fession have been on the influenza epidemic which 
swept through the Far East. Thus far only sporadic 
outbreaks have occurred in this country, affecting 
several thousand people. Experts in the field say 
there is little question that we will have an epidemic 
in this country sometime during the fall and winter 
months. 

Since 1948 the Influenza Study Program sponsored 
by the World Health Organization has maintained a 
system of reporting specific diagnoses of influenza in 
the United States, Canada, South America and 
Europe. 

The current epidemic was first reported in Hong 
Kong and Singapore in late April, 1957. Epidemics 
followed rapidly in Taiwan, the Philippines, the 
Malay States, Japan, India and other areas. Virus 
sent to this country for antigenic analyses were 
found to be type A, but antigenically different from 
any previously known A strains in the hemoagglutina- 
tion inhibition test. Animal anti-sera prepared against 
type A strains did not inhibit or neutralize the new 
variant and no protective antibody could be demon- 
strated in sera from human beings repeatedly vac- 
cinated with previously prevalent type A virus. 

Information to date suggests that little protection 
against the new virus is gained by previous vaccina- 
tion with existing influenza vaccine. 

Beginning June 2 a series of influenza outbreaks 
were reported among ships which had been berthed 
in Narragansett Bay, Newport, R. I. Spread of the 
epidemic was erratic. Subsequent infections have been 
reported in San Diego, Monterey, Davis and San 
Francisco, Calif.; Cleveland, Ohio; Lexington, Ky.; 
Valley Forge, Pa.; Salt Lake City, and Grinnell, Iowa. 

Clinical and Public Health Aspects 

The experience in Asia and in the United States 
provides no basis for predicting an increase in 
severity of infection in the coming fall and winter or 
during the next year or two. The present concern 
arises largely from the possibility that a more viru- 
lent variety of the Asian type may emerge. The 
severity of the 1918 epidemic is believed to have 
been due to some mutation which exposed the popula- 
tion to a virus or viruses radically different anti- 
genically from those strains to which they had been 
previously exposed. 

Influenza is usually characterized by abrupt onset, 
prostration, fever up to 104, headache, myalgia, 
cough and sore throat. Examinations of the chest by 
x-ray usually show no abnormal findings. Leukopenia 
is common in uncomplicated cases. The febrile period 
usually lasts 3 to 5 days, following which the patient 


*Surgeon General, U. S. Public Health Service, Dept. 
of HEW. 


Ocroser, 1957 


may complain of extreme -weakness for several more 
days. 

In laboratory diagnosis of individual cases, the 
virus may be isolated from secretions of the nose and 
throat early in the course of the illness. The pro- 
cedure consists of inoculating chicken eggs which 
have been incubated for about ten days, and recover- 
ing the virus in the fluids of the embryonic sac. 

Paired specimens of blood, one taken in the acute 
phase and the other 10 days to two weeks later, may 
be used for serological tests. A four-fold or greater 
rise in antibody titer is regarded as an indication of 
influenza infection. Since neither of these laboratory 
procedures can be completed while the patient is still 
acutely ill, they are of little value to the physician in 
prescribing treatment. Such tests are necessary, how- 
ever, to confirm the presence or absence of influenza 
in a community. 

Immunological Aspects 

Studies in the military reveal that a properly con- 
ditioned vaccine is 70 per cent effective under epi- 
demic conditions and that reactions to the vaccine are 
quite rare. Individuals known to be sensitive to egg 
are not given the vaccine since virus is grown in 
embryonated eggs. 

The manufacturers of vaccines are able to produce 
a satisfactory monovalent vaccine (containing the 
Asian strain) in sufficient quantity for civilian use 
this winter. They are currently working on a large- 
scale production basis. 

Present Considerations 

Isolation of causative virus has been made prior to 
the appearance of influenza in the United States; thus 
for the first time in history we are in the fortunate 
position of being ahead of an impending epidemic of 
influenza. It seems probable that influenza will con- 
tinue to spread for the remainder of the summer 
months but will not be highly epidemic in this country 
until fall or winter when outbreaks may be antici- 
pated. While the disease will probably be mild there 
is always the outside possibility of a repeat of the 
1918 epidemic. There is a further possibility that the 
virulence of the infection as reflected in case-mortal- 
ity rates will increase. Even though these are still 
only possibilities, any preparations which need to be 
done to meet these eventualities must be accomplished 
now. After a pandemic starts it will be too late. 

At the invitation of the WHO, a plan for investiga- 
tion of influenza outbreaks in foreign countries has 
been developed by the influenza commission of the 
Armed Forces Epidemiological Board. Teams making 
the studies will be particularly interested in de- 
termining (a) the properties of the virus, (b) com- 
plete clinical descriptions, (c) whether a bacterial 
component is associated with the illness, and (d) 
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epidemiologic aspects. 

The American Medical Association has already 
announced a program designed to offset the severe 
strain placed on medical personnel when so many 
people suddenly become ill. 

Finally, in recent years the nature of influenza in 
this country has not warranted the use of influenza 
vaccine except on a group basis to minimize 
absenteeism or in so called priority groups. However, 
the present influenza epidemic, with its rapidity of 
spread and high attack rate is sufficiently unusual to 
press for immunization against the new strain of in- 
fluenza virus. As a properly constituted vaccine is the 
only preventive for this disease, the Public Health 
Service with the Association of State and Territorial 
Health Officers and the American Medical Associa- 
tion plans to promote the use of the vaccine as soon 
as it becomes available. To accomplish this we plan 
to embark upon an educational and promotional 
campaign to encourage all persons who want it to 
seek influenza vaccine on a voluntary basis. Any such 
campaign must be conducted in an orderly fashion to 
avoid confusion and hysteria in the public and will 
call for the combined efforts of all of us. 

In summary, 

1. Influenza has been known for centuries under a 


variety of names but except for the pandemic of 
1918, the illness was regarded lightly. 

2. For the past twenty-five years it has been pos- 
sible to incriminate certain strains of Type A virus 
and Type B virus as causative agents of cyclic out- 
breaks of influenza. 

8. The current epidemic in the Far East and 
sporadic outbreaks in the United States and elsewhere 
are caused by a new strain of Type A virus popularly 
known as the Far East strain. 

4. There is a distinct probability that the current 
influenza epidemic will increase and develop into 
pandemic proportions by late fall or winter. Also 
there lurks the possibility of an increase in virulence 
of the infection as reflected in case-mortality rates. 

5. A properly constituted vaccine containing the 
new strain of Type A virus represents the only pre- 
ventive tool at our command. 

6. Influenza vaccines have been proven effective 
snd safe in controlled studies conducted by the mili- 
tary. 

7. The Public Health Service, in cooperation with 
the State and Territoriz] Health Officers and the 
American Medical Association will stimulate and 
promote a nationwide voluntary program of vaccina- 
tion against the prevalent strain of influenza. 


A BRIEF REVIEW OF MEDICAL 
LICENSURE IN S. C. AND THE U. S. 


Haro E. Jervey, Jr., M. D. 


One hundred and forty years ago the South Caro- 
lina legislature passed an act entitled, “An act to 
regulate the licensing of physicians to practice and 
for other purposes herein mentioned”. Since that time 
many changes have occurred in the act ard in the 
practice of medicine. In order to understand the part 
that the licensing boards play and the problems that 
they are confronted with, a brief review of their de- 
velopment is necessary. 

At the time that South Carolina passed the first act, 
two licensing boards were set up—one in Charleston, 
composed of the Medical Society of South Carolina, 
and the other in Columbia, consisting of thirty-one 
physicians of which three constituted a quorum. These 
boards were empowered to grant licenses with very 
little formal education being necessary. This act was 
supplemented by another in 1828 which required “no 
one is to be licensed who has not a diploma from some 
medical institution or has not passed an examination 
by the faculty of the Medical College of Charleston.” 

Following this, several modifications in the act oc- 
curred in 1869, 1881, 1887, and 1890 which in essence 
made the requirements for licensure higher with addi- 
tional formal training or experience as a prerequisite. 
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They also included changes in the manner of selecting 
examiners for the board and in the method of con- 
ducting the examinations. It was not until February 
19, 1900 that a medical examining board of the pres- 
ent day type was established. 

There were several additional changes in the act in 
1914 and 1917. On April 19, 1920 the act under 
which the board presently operates was passed. This 
act required that the applicant have t'ree years of 
college work covering certain pre-med‘cal subjects 
and a diploma from a Class A Medical Schcol before 
being eligible for licen: ure. 

The act at the time of its passage might be con- 
sidered the model medical practice act of its day. 
The authors of the act showed considerable fore- 
sight in the wording and phraseology used. It granted 
to the board broad discriminatory powers which 
allowed it to make policy changes to meet changing 
times without necessitating a revision of the act itself. 
This ability to make policy changes has also been due 
in no small measure to the understanding and full 
cooperation which the board has received from the 
various Attorneys General and Governors of the state. 

On the national scene while the above events were 


occurring in South Carolina the most notable advance 
in the field of medical licensure was made in 1912 
with the formation of the Federation of the State 
Medical Boards of the United States. This was the 
result of a merger of two organizations—the National 
Confederation of State Medical Examining Boards, and 
the American Confederation of Reciprocating, Ex- 
amining, and Licensing Boards. Both of these organiza- 
tions had existed for a number of years prior to this 
time and had been attempting to bring some degree 
of order out of the general state of confusion which 
existed in the field of medical licensure. At the initial 
merger conference many outstanding men in medical 
licensure, medical education and from the American 
Medical Association were present including Mr. 
Abraham Flexner, representing the Carnegie Founda- 
tion for the advancement of teaching. 

It would not be amiss to recall at this time that dur- 
ing the early nineteen hundreds licensure and educa- 
tion were intimately bound together—and still are. 
Due to the marked variation in the caliber of training 
received at the various medical schools, many of which 
were merely diploma mills, the lack of any standard- 
ization and the differences of the state laws, both of 
these groups, separately and together, were attempting 
to bring order out of chaos and elevate the standards 
of medical education and patient care in this country. 
In those days the licensing boards exerted a marked 
influence in guiding the course which American medi- 
cal education finally took. This resulted in the present 
unexcelled position which it occupies in the world 
today. The common bond of interest which was shown 
at the inaugural meeting: of the Federation has per- 
sisted through the years and resulted in a strong and 
unified Federation, intimately associated with all 
phases of medical education. The Federation today is 
composed of the Boards of the forty-eight States and 
the District of Columbia with various associate mem- 
bers, consisting of deans of all the medical colleges 
and others interested in licensure and education. 

At the time of the founding of the Federation all 
states required a license examination; five states re- 
quired a hospital intern year in addition to the medi- 
cal educational requirements and the laws of 33 states 
gave the board authority to refuse recognition to 
graduates of low-grade medical schools. Thirty-nine 
states had a provision for reciprocity with other states 
varying from 7 to 31. The term reciprocity implied 
that “if you will take the licentiates of my state I will 
take the licentiates of yours”—all things being equal. 
This was either in the form of a written contract or 
a verbal gentleman’s agreement. Under these circum- 
stances no written examination was required. This 
term today is probably not true in the sense it was 
once used and should best be discarded. Endorsement 
is a better and more realistic term. Under endorsement 
procedures a license is granted without an examination 
to an individual who holds a license in another state, 
provided, of course, that the individual measures up 
to the standards of the state in which he is applying. 
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There is no implication of bartering, only simple 
recognition of the fact that the candidate is properly 
qualified and will maintain the medical standards of 
the state in which he is applying. It is on an in- 
dividual basis with interest in the individual, not in 
the state from which he comes. 

In early deliberations within the Federation, it is 
of interest to note that in 1913 a discussion was held 
on the subject of “Universal Reciprocity” and one of 
the principle discussions in 1916 was the need for a 
model or uniform medical practice act. Both of these 
subjects have remained very much in the forefront at 
all meetings through the years. It was considered for 
a while and at subsequent occasions from time to 
time that with the formation of the National Board 
of Medical Examiners in 1915 that within that or- 
ganization lay the solution to the problem of universal 
reciprocity. Due to the prominence of the examiners, 
and other factors, in a relatively short period of time 
the majority of state legislative bodies gave the medical 
boards discriminatory powers to accept the National 
Board certificates in lieu of the regular licensing ex- 
aminations. However, it soon became evident that this 
was not the solution and other answers to the problem 
were sought. 

Some ten years after the founding of the Federa- 
tion the first basic science board was established in 
the state of Michigan. During the ensuing years some 
19 states and the District of Columbia established 
these boards. The idea was to provide and assure by 
law that all individuals entering the healing arts field 
had a fundamental knowledge of a few of the basic 
sciences. They were established to block off the con- 
stant flow of inadequately and inferiorly trained 
physicians, chiropractors, osteopaths, and others of the 
healing cults. They acted as a screening mechanism 
which eliminated many candidates prior to their 
being admitted to the examination in medicine or 
whatever other field they intended to practice in. 
There has been no uniformity of pattern in the setup 
of these boards and except in a few instances the 
membership is limited to non-medical examiners. The 
establishment of these boards, at that time, was con- 
sidered a forward step. 

It was intended that these boards were to test the 
candidate’s gereral knowledge in the basic sciences. 
However, it would appear that the boards today are’ 
asking questions as fully comprehensive in every way 
as those asked on the regular 11edical licensing ex- 
amination. This, in spite of the fact that there are 
few physicians to grade and evaluate the answers. In 
the light of the present high and uniform level of 
medical education, it would seem that these boards 
have outlived their purpose. The need for them no 
longer exists. 

South Carolina has never had or advocated a basic 
science board. In the light of developments through 
the years it would seem that their position in this 
matter has been well justified. The majority of those 
states with these boards would be happy to remove 
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the statute from the books if they could. 

Many of the problems in the field of Medical Li- 
censure are the same which existed at the time of 
the founding of the Federation, however, considerable 
progress has been made toward the solution of them. 

Over a period of several years a committee from the 
Federation has been hard at work reviewing the medi- 
cal practice acts of all the states. In 1956 as a result 
of the recommendations of this committee a “Guide to 
the Essentials of a Modern Medical Practice Act” was 
adopted. This has been printed in brochure form and 
distributed to all of the state boards. The purpose is 
(1) serve as a guide to those states and territories 
that may adopt a new medical practice act or may be 
amending existing laws and (2) encourage standard- 
ization of requirements and regulations to better 
facilitate endorsement policies between the various 
state boards. 

Even though the Medical Practice Act of South 
Carolina was written in 1920, it still compares favor- 
ably to the guide which has been formulated. There 
will probably be a need for certain changes, but none 
of them is urgent. Among the desirable changes, a 
few might be mentioned. A revision of the subjects 
for examination is desirable as some are now outdated. 
In view of the changing concept of the purpose of 
the state licensing boards, the requirement of having 
completed an internship before being granted a 
license to practice would appear reasonable. In the 
early days of the boards the examinations was 
primarily for the determination of factual knowledge. 
With the uniform excellency of our medical schools, 
this is no longer necessary. The presentday concept 
is that the boards’ examinations should serve to de- 
termine the individual's fitness to practice, his ability 
to apply the factual knowledge he has acquired in 
medical school in a logical and practical manner. In 
other words, his ability to accept patient responsibility. 
If this concept is correct, then it would seem de- 
sirable that an internship be required prior to taking 
the licensing examinations. 

A controversial subject which the guide recom- 
mends is the annual registration of physicians. There 
are objections to this by many in South Carolina. 
However, it is felt by those states which have this 
provision that this permits the Board to function in 
a more efficient manner and allows more direct con- 
trol over the physicians of the state; all of which 
aims toward the ultimate purpose of the Board of 
safeguarding the health of the people of the state. In 
addition it brings in added revenue which, while not 
a major factor, is something that has to be considered. 

At the present time the Board receives no revenue 
from the State of South Carolina. Its income is de- 
rived solely from the fees paid for issuance of licenses, 
by endorsement or examination and other legal papers. 
During the past year it was found necessary to in- 
crease the fee for endorsement to $100. It is felt that 
the present fee of $25 for the examination will also 
have to be raised. 


The added cost of operating the board is merely in 
line with the increased cost of all business and living 
activities. Also South Carolina in the past few years 
has been taking an increasingly active part in the 
affairs of the Federation. This has entailed added ex- 
penses which are justified in many ways. 

One of the major items toward which the South 
Carolina Board and Federation is making a major 
effort is the improvement of interstate endorsement 
policies. Due to factors previously mentioned and 
others that will subsequently be touched upon, the 
South Carolina Board last year adopted the policy of 
accepting as candidates, on an individual basis, for 
endorsement the licentiates of all the other states. It 
was considered to be the fair policy to adopt and 
there is no idea that it will inundate the state with 
inferior doctors. The standards are being maintained 
in the same manner as before. In this regard, it is of 
interest to note that 36 states grant licenses by en- 
dorsement from the 47 states and the District of 
Columbia. Only seven states recognize less than 40 
of the other states licenses. There are only two states 
which do not endorse South Carolina licentiates— 
namely, Florida and New York. 

The activities of the Federation have contributed 
considerably to this marked change in interstate en- 
dorsement policies. Through free and open discussions 
between the secretaries of the various state boards, 
many of the obstacles of universal endorsement poli- 
cies have been removed. South Carolina has done its 
share in this regard as the Public Relations Committee 
of the Federation conducts the meetings of the secre- 
taries and one of the board members serves on this 
three man committee. The good fellowship that is 
much in evidence lends an atmosphere which permits 
much progress to be made. However, it must be 
realized that laws in some states do not permit the 
board to utilize discretionary powers and these laws 
cannot be changed overnight. 

Another activity which is working toward the same 
goal is the formation of Examination Institutes in the 
various major examination fields of medical licensure. 
These Institutes are under the guidance of a five man 
Permanent Committee of which one of the South 
Carolina Board is a member. The purpose of the In- 
stitutes is to bring together a cross-section of the 
board members who examine in a particular subject. 
The institutes allow these men who examine in a given 
field to discuss with the other examiners in the same 
field such things as the type of questions to be asked, 
the purpose of the questions, the number which should 
be required, the grading of the questions, and other 
facets of the examination. The results of these In- 
stitutes will be compiled in a brochure which among 
other things will provide a reliable guide and source 
of instruction for the new members appointed to the 
boards. The first Exam Institute was held in Ob-Gyn, 
in February, 1957, in Chicago. Dr. A. R. Johnston, the 
South Carolina Examiner in this subject attended and 
participated in the discussions. The Permanent Com- 
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mittee has stated in its formation of these institutes 
that it feels there is a general feeling and need to re- 
evaluate and improve the licensing examinations in 
the various states. The Permanent Committee stated 
that it is concerned solely with the self-improvement 
in the licensing examination in every state. It will en- 
courage the understanding of modern medical educa- 
tion and attempt to re-define the position of licensure 
in this total area. With this self-improvement and the 
resulting confidence in the quality of the examinations 
in the various states, the interstate acceptance of li- 
censes should become a reality based on genuine 
equivalence of the examinations in the various states. 

The developments in the solution to the foreign 
medical graduate problem have been just as marked. 
Between 1954-55 there were some 1300 Americans 
studying medicine in foreign schools. There are in 
addition a large number of foreign physicians who by 
no fault of their own have been driven from their 
home countries. (From 1946 to 1955, 6,865 licenses 
were granted to foreign trained physicians.) America 
has always been a haven for the oppressed and as 
such, a great deal of its strength is derived. In an 
effort to solve this problem and with the full realiza- 
tion that our own standards must not be sacrificed, 
representatives from the Federation of State Medical 
Boards, the Council on Medical Education and Hos- 
pitals of the AMA, and the American Hospital Asso- 
ciation formed a Cooperating Committee on the 
Graduates of Foreign Medical Schools. The following 
principles were to give guidance and direction to the 
Committee: 

1. Although the responsibility to share educational 
opportunities in medicine is recognized, the primary 
concern must be for the health care of the American 
people. Thus, before assuming responsibility for the 
care of patients as interns or residents, all graduates 
of foreign medical schools should give evidence as 
nearly as can be determined of having reached a level 
of educational attainment comparable to that of stu- 
dents in American schools at the time of graduation. 

2. The primary objective of this committee is to 
devise an effective mechanism for meacuring educa- 
tional attainment in the absence of intimate and con- 
tinuing knowledge of the educational background of 
foreign trained physicians. This mechanism should 
provide hospitals with pertinent information regarding 
the medica! qualifications of foreign-trained physicians 
seeking positions as interns or residents. It should not 
interfere with the hospital privilege of making its own 
selection among qualified physicians. It should not 
serve as a substitute for, or interfere with, the normal 
licensure procedures of the various state boards al- 
though the program may be helpful to the boards. 

3. It is not intended that this mechanism be ap- 
plicable to those foreign medical school graduates in 
the United States as temporary students participating 
in programs of medical and related subjects in recog- 
nized universities, medical schools and postgraduate 
schools which by the very nature of their study are 
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not involved in patient care. (There are approximately 
1000 foreign trained physicians serving as house 
officers on immigration visas in 1955-56. ) 

It is to be realized that prior to the formation of 
this committee the AMA attempted to maintain a list 
of approved medical schools to act as a guide for the 
purpose of evaluating the educational background of 
the foreign trained graduate. Due to the expense in 
money and personnel it was found to be unworkable 
and the list is being discontinued with the formation 
of this committee. 

The emphasis in this program is placed on evalu- 
ating the qualifications of the individual foreign- 
trained physicians rather than attempting to evaluate 
on a continuing basis the educational programs of the 
hundreds of foreign medical schools that serve as 
potential sources. 

The program is designed to establish two principle 
criteria in regard to each foreign graduate: (1) that 
he is the graduate of a bona fide medical school; (2) 
that as nearly as can be measured he has reached a 
level of educational attainment comparable to that of 
students in American schools at the time of gradua- 
tion. The credentials are to be submitted in English 
and verified by the American consul in the country in 
which the school is located. Facility with English is 
to be one of the requirements in this program and will 
be one of the factors measured. 

The basic requirements will include: 

(1) A minimum of 18 years of total formal 
education. 

(2) Included in the 18 years should be a mini- 
mum of 32 months of attendance and direct study 
of medicine, including any time devoted to what in 
the United States would be considered as _pre- 
medical study or internship. 

(3) Evidence of satisfactory completion of above 
described courses of study. 

(4) As evidence of acceptable moral and ethical 
behavior each candidate must present a properly 
executed affidavit that he has not been convicted 
of any crime involving moral turpitude and that he 
has never been censored or had other punitive 
action taken against him by any recognized medical 
body including licensing agencies for reasons of 
immoral conduct. 

If this program is widely accepted, as it is felt it 
will be, foreign trained physicians seeking further 
training in the United States will not be able to find 
positions until they have satisfactorily completed all 
phases of the program. 

It is felt that the educational portion of the pro- 
gram will include approximately 400 properly selected 
test items to establish a valid measure of medical 
knowledge. The test will be one that can be given in 
a foreign country with minimum supervision, and it 
will be one that can be graded and evaluated in this 
country. 

As of this writing all obstacles for the institution of 
this program have been removed and it will be in 
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operation this summer if no unexpected complication 
develops. 

The South Carolina Board, in regard to the foreign 
medical graduates, has always felt and still feels that 
until such time as a method is devised that can 
adequately determine the educational background of 
a foreign candidate they will not consider any such 
applicant for licensure. The board will be observing 
with interest the above described plan in the hopeful 
anticipation that it may prove an answer to the age- 
old problem. It is felt that the plan will have to prove 
itself before any changes will occur in the board's 
present policy. 

In order to deter the infiltration of foreign medical 
graduates through the media of hospital staffs and the 
subsequent problems to which this inevitably leads 
(e.g. pressure for licensing from medical and political 
sources) the board after July 1, 1957 will require all 
qualified interns to obtain a temporary license to 
practice. These temporary permits will only be issued 
to individuals who are eligible in every respect for 
a permanent license. They will be valid for a period 
of one year, non-renewable, and remain in effect only 
while the intern is in training at an accredited institu- 
tion. In addition, all residents will be required to have 
a permanent license. This will allow hospitals, so de- 
siring, to obtain malpractice and liability form of in- 
surance on their interns and residents. This can not 
be done at the present time. The board expects to 
enforce this policy with all the means it has available. 
Needless to say, it would undoubtedly be subjecting 
a hospital to unnecessary liability risks to have li- 
censed interns and unlicensable interns working to- 
gether in the same institution, especially if a court 
action were brought against the hospital in regard to 
one of its unlicensable interns. The board feels this is 
a necessary and forward step. 

One of the major factors that has prevented the 
Board from exercising its full responsibilities and 
duties to the people of the state has been its lack of 
investigational and case-preparing resources. Many 
times during the years the Board has had knowledge 


of undesirable situations existing, but it had no means 
available to bring the case to trial. When the problem 
was presented to the present Governor he offered the 
complete cooperation of his constabulary (SLED) for 
the purpose of investigating and preparing cases 
against any individual or individuals whom the Board 
felt it was justified in investigating. Prior to this time 
only the Federal Bureau of Narcotics presented pre- 
pared cases before the Board for their action. With 
the use of SLED the Board feels that it has a means 
to exercise the control which it is intended that it 
should. 

In this connection it should be pointed out that dur- 
ing the war years certain situations were allowed to 
exist due to the exigencies of the times. There were 
instances in which individuals who were unlicensable 
were allowed to practice in conjunction with other 
physicians who were licensed to practice in South 
Carolina. The need for such occasions has now dis- 
appeared and the Board feels that in order to main- 
tain the high standards of medical care in the state 
that no one should be allowed to participate in the 
responsibility of patient care who is not licensed or 
eligible for licensure in this state. It is, therefore, the 
policy of the Board to investigate any such cases that 
are brought to its attention and to prefer such charges 
as are deemed advisable. 

The Board feels that through the years it has been 
guided by wise and conservative thinkers who with 
the passage of time have proven the wisdom of their 
thinking. The Board by provision of law is held re- 
sponsible to the people of the state for the caliber of 
medical care that they receive. It is felt that to fulfill 
this responsibility the Board must enjoy the full 
hearted support of the physicians of the state. This 
they have usually had. It is hoped and believed that 
with an understanding of the problems and reasons 
for the established policies being outlined in this 
article that a better understanding of the Board’s at- 
titudes will result. The problems existing in the field 
of medical licensure are not unsolvable, but they will 
require the support and understanding of all physicians 
in order to make for a happy ending. 
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PRESIDENT’S PAGE 


The Executive Committee of the South Carolina State Board of Health has 
resolved that Asian influenza vaccine should be administered by private physicians 
only. 


In announcing its approval of the vaccine and encouraging the public to 
make use of it, the Assistant State Health Officer said: 4j 


“... for a Health Department to give vaccine free of charge would be direct . 
competition with local physicians.” 


We think that most of the physicians of our State agree with this policy and 
want to congratulate the Health Department on its stand. The Department went 
even further than stating policy, when it declined to administer the vaccine to 
postal employees, who had been directed to the state agency by their own National 
Bureau of Personnel. 


It seems to us that this is a good time for the State Health Department to ; 
look over its general principles for administration of the present immunization 
program. The immunization of everyone to prevent outbreak of diseases is a well- 
established principle. It has been a boon to humanity and we should be proud of 
our Health Department's leadership in this. Let us, however, analyze the policy of 
payment for these immunizations. Should this protection be free to all regardless : 
of income? Is there not some way to distinguish the indigent from those capable 
of paying their own way? F 


The modern housewife has been indoctrinated in the idea that “It is smart to 
be thrifty.” Thus, even the wealthy are being served free at the health depart- 
ments. This is undesirable. 


Should not the Health Centers have social service departments? 


How can we block this road to socialism; and at the same time still have 
progressive public health? 


D. L. Smith, M. D. 
President, South Carolina Medical Association A 
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Editorials 


GENERAL PRACTICE AND 
MENTAL HEALTH 

As one faces a succession of patients, the 
close intertwining of mental health and physi- 
cal health is consistently evident. A consider- 
able part of the art of medicine is concerned 
with the recognition and management of 
emotional disturbances. Physicians acquire an 
alertness for signs and symptoms of mental 
disorders and apply the recognized techniques 
for their alleviation while giving proper at- 
tention to organic illnesses. 

The preventive aspects of mental illnesses 
are extremely complex. Aside from efforts to 
reduce organic brain damage due to infections, 
poisons, and trauma, major emphasis is at 
present centered on elimination of personal 
and cultural stresses and strengthening in- 
dividual and group capacity to withstand 
emotional strains. Solution can clearly never 
depend on maximum shielding from trying 
situations for experience in war and peace has 
demonstrated the inevitability of frustration 
and crisis. Our hopes, then, must rest funda- 
mentally in the maximal development of the 
faculties by which conflicts are resolved—in 
the promotion of mental health, In his capacity 
as trusted family adviser, the general physician 
performs an essential service in recognizing 
and capitalizing on opportunities to help pa- 
tients prepare for and survive stressful life 
situations and develop resistance character- 
istic of healthy personalities. 

There are many areas of predictable stress 
for which physicians help their patients pre- 
pare by frank discussion and appropriate ex- 
planation, such as admission to a_ hospital, 
childbirth, child development, and retirement. 
For general personality strengthening, bal- 
anced activity is as important as a balanced 
diet. Most humans, especially children and the 
aged, need and benefit from stimulation to use 
all their capacities in a balanced program of 
exercise, play, rest, and work. Individual hob- 
bies and community service groups are im- 
portant outlets for adults. 


The social stigma attached to emotional 
problems influences patients to conceal con- 
flicts for which they need help. Their behavior 
often awakens impulses and reactions in the 
physician which he has trouble managing. 
Establishment of effective rapport with the 
patient is proportional to the amount of 
genuine interest conveyed by the physician. 
The effective physician learns to control his 
own emotional reactions to patients and is pre- 
pared to accept negative or hostile feelings 
which they may feel toward him. A good sug- 
gestion is to begin the initial interview with a 
discussion of things held in common, such as 
the weather, friends, or current events, pro- 
ceeding to things known only to the patient, 
and much later to facts possessed only by the 
physician. 

Therapy and diagnosis go hand-in-hand 
when the patient is permitted complete, spon- 
taneous expression of his problems and needs 
by a sensitive, objective, understanding physi- 
cian. So far as possible, the patient should be 
helped to come to his own decisions and 
choices regarding major changes in his way 
of life. Therapy directed at symptoms, such as 
giving an alcoholic a sobering-up process only, 
leaves fundamental problems untouched. 

Thorough, tailored physical examinations 
which are not unduly prolonged aid in 
separating symptoms of organic lesion from 
other genuine symptoms resulting from auto- 
nomic imbalance caused by emotional up- 
heavals. Considerable tact and presence of 
mind is required to avoid unconsciously sug- 
gesting to a patient that a neurotic condition 
may be due to some obscure physical defect 
eluding the physician’s search. 

Referral for specialized psychiatric treat- 
ment should be presented to the family as 
opening another door to help rather than as a 
sign the patient is beyond help. 

In summary, the most promising contribu- 
tions of the general physician to community 
mental health lie in general and specific 
strengthening of individual and family re- 
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sistance to mental stress, and in early diag- 
nosis and treatment of emotional disorders. 
Leon Banov, M. D. 


TINKERS TO EVERS TO CHANCE 

Old timers and baseball fiends will know 
what that means in the way of a double play. 
Years ago it was almost a sure thing. 

When the physician refers a patient to a 
specialist for a specific service, it sometimes 
happens that the party of the second part 
feels that the patient needs the help of another 
kind of specialist for another kind of ailment, 
and off the patient is wafted before the first 
man knows what’s up. Now in an emergency 
this is quite all right, but in more deliberate 
circumstances it seems possibly quite all 
wrong. The first fellow might have his well 
grounded preferences and prejudices, perhaps 
based on no more solid a foundation than “I 
do not like thee, Dr. Fell”, and he may be 
embarassed by an undesired connection. 
Would it not be better to have the specialists 
revolve around the practitioner, rather than 
have the patient shuttled from specialist to 
specialist? Double plays are more appropriate 
in baseball than to medical practice. 


MORBIDITY REPORTS 

Each week, the physicians of South Carolina 
receive a folded postal card from the Depart- 
ment of Health, Education, and Welfare, U. S. 
Public Health Service. This is the card on 
which physicians are supposed to report cer- 
tain communicable diseases. On the present 
card they are requested to report, measles, 
whooping cough, and streptococcic sore 
throat, including scarlet fever, by number 
only. Other diseases, listed on one side of the 
reply card are to be reported by name, ad- 
dress, age, sex, and race, this report having to 
be written into an inadequate space. 

These reports are returned to the assistant 
collaborating epidemiologist, Public Health 
Service, care of County Health Department 
in the physician’s county. The summary of 
these is later transmitted to the State Board 
of Health and reported on a weekly morbidity 
report from the Division of Disease Control. 
Noticing that there seemed to be few counties 
reporting each week we have made a summa- 
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tion of the reports of the first seventeen weeks 
of 1957. The following tabulation lists the 
number of weeks one or more diseases were 
reported from these counties. 


17 WEEKS 
Abbeville 14. Greenwood 8 
Aiken 14. Hampton 3 
Allendale 1 . Horry 10 
Anderson 14 ‘Jasper 0 
2 Kershaw 3 
Barnwe Lancaster 
Beaufort 12 Laurens 7 
Berkeley 1 Lee 3 
Calhoun 8 Lexington 16 
Charleston 15 McCormick 0 
Cherokee 1 Marion 0 
Chester 6 Marlboro 1 
Chesterfield 4 Newberry 2 
Clarendon 13. Oconee 5 
Colleton 12 Orangeburg ll 
Darlington 10 ‘Pickens 5 
Dillon Richland 17 
Dorchester Saluda 4 
Edgefield 8 Spartanburg 16 
Fairfield 4 Sumter 5 
Florence 4 Union 6 
Georgetown 6 Williamsburg 1 
Greenville 17 York 2 


Only Greenville and Richland Counties had 
reports each week while Lexington and 
Spartanburg were close behind. Barnwell, 
Jasper, McCormick, and Marion counties 
failed to report any communicable diseases 
during this period. Such population counties 
as Dillon, Florence, Georgetown, Kershaw, 
Lancaster, Marlboro, Newberry, Sumter, 
Union, and York failed to report more than 
six times. 

Several questions come to mind when we 
think of this situation. Assuming that there is 
real value in this, why do physicians not send 
in these report cards? Is it too much of a 
nuisance? Do the doctors think it is of/no 
value? Is it too much trouble? Are doctors 
simply not interested? How can physicians be 
encouraged to report what they see? Is the 
financial outlay in following the present plan 
and getting the present results worth the ex- 
pense? 

We do not know the answers. In one county 
having a population of approximately 75,000 
with approximately 65 physicians we are told 
that only 5 doctors fairly regularly send in 
reports, and this county showed four reports 
in the listing above. 

We would suggest that the Public Health 
Service re-appraise this program to make it 
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effective or abandon the effort and save 
money. 
Walter M. Hart, M. D. 


MORBIDITY REPORTING 
ANOTHER VIEW 

Morbidity reporting is almost as old as 
history itself. In Biblical and ancient times 
certain diseases that were thought to be con- 
tagious were required to be reported publicly 
to prevent their spread to other people. In all 
countries of the world diseases that are com- 
municable and dangerous to the public health 
are required to be reported. The collection of 
morbidity data by the U. S. Public Health 
Service was authorized by an Act of Congress 
in 1878 and in 1893 Congress provided for 
weekly collection of morbidity data from state 
and municipal health authorities. To facilitate 
this collection Congress in 1902 directed the 
Surgeon General of the Public Health Service 
to provide forms for the collection, tabulation 
and publication of this data. For this reason, 
all states now use the form of the Department 
of Health, Education and Welfare of which 
the Public Health Service is a part. In 1878, 
The South Carolina Legislature created the 
State Board of Health by designating the 
South Carolina Medical Association as the 
State Board of Health and to be the sole ad- 
visor to the public in matters pertaining to 
health. They were given the authority to make 
rules and regulations for the promotion and 
protection of the public health. One of the 
earliest regulations was the collection of 
morbidity, mortality, and weather data. Until 
1907 this data was collected by each executive 
committeeman for his district. Since 1907, 
when the first Executive Secretary and State 
Health Officer was elected, morbidity and 
mortality data have been collected centrally 
by the State Health Officer through the vari- 
ous local health departments. 

One of the loftier aims of the practitioner of 
medicine, other than his devotion to the 
proper treatment of his patient, is his desire 
to prevent illness from communicable and 
preventable diseases in his community, state 
and nation. The control of communicable dis- 
eases in modern and more recent times of 
rapid and widespread travel, transcends the 


clientele of the private practitioner of medi- 
cine. The primary aim of morbidity reporting 
is to alert health authorities to the presence 
of communicable diseases so that control 
measures may be instituted in time to be 
effective. Morbidity data are also necessary 
to plan more effectively future programs for 
the control of communicable diseases. They 
are of help in predicting the probable time 
and area of occurrence and rate of spread of 
some of the diseases. The more complete and 
prompt the reporting is, the more effective 
control measures can be. Completeness of 
morbidity reporting is a problem in all states 
and countries, indicating that physicians are 
much alike everywhere. Incomplete as morbid- 
ity data are though, they do serve as an index 
of occurrence and trends of occurrence of 
most of the diseases. Without morbidity data, 
incomplete as it is, to provide health depart- 
ments with some positive evidence, uncon- 
trollable panic would occur as a result of 
rumors and mistaken impressions from radio 
and newspaper reports of occurrences in re- 
mote places. Completeness of reporting varies 
with the disease. Every physician can be of 
service to himself, to his clientele, to his com- 
munity and to his own organization, his State 
Board of Health, by reporting his com- 
municable diseases promptly and completely. 
The Infectious Disease Committee of The 
Conference of State and Territorial Health 
Officers has for many years studied morbidity 
reporting and since 1951 the State and Terri- 
torial Epidemiologists have studied the prob- 
lem. Constant efforts have been made to pro- 
pose report forms that will get the essential 
data with a minimum of effort by the physi- 
cian. In South Carolina, physicians may re- 
port by card provided each week or by tele- 
phone to the local health department. Local 
health departments are provided forms for 
accepting telephone reports by physicians. It 
may be said that morbidity reporting is as 
efficient as the local health department wants 
to make it. Physicians do not report for lack 
of appreciation of the value and importance 
of the reports. Some of this is due in part to 
the lack of teaching epidemiology and related 
subjects in statistics in medical colleges. Some 
physicians have none of the listed diseases to 
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report every week. The diseases to be re- 
ported in some minimum detail would not take 
a great amount of time in a busy practice. The 
South Carolina State Board of Health is inter- 
ested in improving the completeness of mor- 
bidity reporting by the physicians of the state 
and is providing the means that seems most 
suitable for this state at the present time. 


G. E. McDaniel, M. D. 


REPORT OF DELEGATE TO A. M. A. 

The New York meeting of the A. M. A. was the 
largest ever held. The new coliseum at Columbus 
Circle was the site and many physicians from South 
Carolina enjoyed its air conditioned comfort, escala- 
tors, and especially the attractive exhibits of the 
pharmaceutical companies and the many excellent 
scientific exhibits. Among the latter were two that 
the A. M. A. paid special recognition to. They were 
the two exhibits that won the nationwide science fair 
awards. One was “Study of Inadequate Sleep” by 
Miss Dorothy Lindquest of Webster, S$. D. and the 
other was “Spray Method for Skin Graft” by Marvin 
E. Prince, Hyattsville, Md. Both these young people 
were introduced before the House of Delegates. 

Parke-Davis Company received a citation from the 
A. M. A. for its 246 advertisements for and on behalf 
of the medical profession since 1928. 

The Goldberger award went to Dr. Paul Gyorgy 
of Philadelphia for his outstanding work on riboflavin 
and other vitamins. 

For the third time since 1948 a civilian was recog- 
nized by the A. M. A. with a citation. It went to 
Henry Viscardi who as president of Abilities, Inc., 
has done and is doing so much for physically disabled 
people. His company was written up in a report last 
year after he appeared before the House of Dele- 
gates. 

The distinguished service award went to Dr. Tom 
Spies of Alabama and Northwestern University. Be- 
cause of his contributions to the improvement of 
nutrition for the masses, he received a large majority 
of votes over two other excellent candidates, Dr. 
Frank Kreusen, Professor of Physical Medicine at the 
University of Minnesota and Dr. Merrill Sossman, 
Professor of Radiology at Harvard. 

Among the officers of the A. M. A., Dr. David All- 
man of Atlantic City was inducted in a television 
ceremony which was most impressive. Dr. Allman 
gave a splendid talk in which he urged cooperation 
of all physicians in the cause of independent medi- 
cine. Dr. Gunner Gundersen was unopposed for 
president-elect. Dr. Jesse Hamer of Arizona was 
elected vice-president. E. Vincent Askey was re- 
elected speaker of the house and Louis M. Orr vice- 
speaker. Dr. Lull was reelected secretary but as of 
Jan. 1, 1958 he will become assistant to the president. 
Dr. Lull came to his present position from the Army. 
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He has been secretary and general manager of the 
A. M. A. ever since the end of the second World War. 
He has done a brilliant job in a position which is 
really too big for one man. Upon his retirement 
changes will be instituted, it is hoped, so that the 
A. M. A. will have a general manager and a secretary 
as well. Dr. Lull has been an outstanding asset not 
only to the A. M. A. but to the medical profession 
as well. The good wishes of everyone who has known 
him in these years will go with him in his new posi- 
tion. 
The A. M. A. has grown in assets from 7 to 11.5 
million in eleven years. The increase of income from 
dues payments and subscription receipts of 1956 over 
1955 was $268,344.00. Advertising revenue for all 
the journals and Today’s Health showed an increase 
of $758,726.00. The increase in revenue from invest- 
ments of the association was almost $54,000.00. The 
financial condition of the A. M. A. is excellent and 
under continued good supervision will remain so. The 
cost of the New York meeting will be much greater 
than if held anywhere else, but, of course, the great- 
est number of doctors attend. 
As a reminder, the following places and dates have 
been selected for the annual and clinical meetings. 
Further places will be announced after the December 
meeting in Philadelphia. 
Annual Meetings: 
1958 San Francisco, June 23-27 
1959 Atlantic City, June 8-12 
1960 Chicago, June 6-10 
Clinical Meetings: 
1957 Philadelphia, December 3-6 
1958 Minneapolis, December 2-5 
1959 Dallas, date not set yet. 
The American Medical Education Foundation con- 
tinues to gain in funds. It is beginning to dawn on 
most of the profession that a contribution of $10.00 
to his medical school alumni fund can go through 
the Medical Education Foundation just as readily as 
if he had mailed it directly to his school. By going 
through the Foundation his gift, large or small, will 
receive recognition not only by the profession but by 
business associations as well. The National Associa- 
tion of Manufacturers naturally looks with a jaundiced 
eye on donations for medical education when the 
members of the profession make a poor showing. 
Physicians and Medical Societies all over the nation 
are realizing this more and more. The Illinois Medical 
Society gave a thumping $170,450.00. This was the 
largest single donation. The A. M. A. gave $125,000.00 
plus the operation of the organization itself which 
amounts to over $100,000.00 annually. Among other 
groups and individuals who donate are: W. W. Bauer 
who gave all royalties from radio and T. V., American 
College of Radiology, American Society of Anes- 
thesia, Audio-Digest Foundation, Utah, Arizona, Iowa, 
California, Connecticut, Massachusetts, Nevada, South 
Carolina Medical Associations and others. 
At every meeting of the A. M. A. House of Dele- 
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gates two representatives from the student A. M. A. 
are present. They are always appreciative of the 
chance to address the House of Delegates and they 
make a splendid impression. If any doctor could hear 
these young fellows he would be proud of them and 
would feel secure about the standards and ethics of 
the future doctors in this country. This time the House 
of Delegates was told that there are now 50,000 
members of the student A. M. A. All but eleven 
accredited medical colleges have chapters. Among 
those eleven are Harvard, Yale, Johns Hopkins, 
Vanderbilt, Vermont, Columbia, Syracuse, and N. Y. 
University. A check for $5,000.00 was given to the 
A. M. A. and it represents another portion of the 
$32,000.00 that the A. M. A. gave to get student 
organizations started. This brings to less than half 
the original amount which is still owed the A. M. A. 

The beloved Dr. Weiskotten retired as Chairman 
of the Council on Education and Hospitals this year. 
His service to the A. M. A. and the medical profes- 
sion has been exemplary. He was presented with two 
volumnes of appreciative letters from friends and 
acquaintances all over the nation. He was present 
and spoke at the dedication of the Medical College 
Hospital in Charleston. He was helpful and in- 
fluential in obtaining funds for its erection. 

Under the chairmanship of Julian Price, a national 
Committee on Poliomyelitis was appointed. This com- 
mittee organized a meeting in Chicago on January 
26. Representatives from every state society including 
Alaska and Hawaii were present. The proceedings of 
the conference were mailed by the National Founda- 
tion for Infantile Paralysis to every physician. Re- 
sponse to this meeting was overwhelming. State and 
local societies in 42 states and territories organized 
campaigns. By March 15 the January backlog of 25 
million c.c. of vaccine as well as 10.5 million c.c. 
produced since January 1 had been used. The com- 
mittee recommended that a year round campaign be 
continued until all persons under 40 years of age have 
been protected. Most county societies set $3.00 as 
the maximum for office immunization. This one 
project, under the leadership of South Carolinian 
Julian Price, shows the remarkable accomplishments 
possible through joint effort. Dr. Martmer of the 
American Academy of Pediatrics and Dr. Malcolm 
Phelps of the American Academy of General Practice 
did yeoman service. 

The House passed a resolution recommending to 
the Board of Trustees that more careful screening 
through liaison with radio and T V programs might 
reduce the number of unwarranted claims by manu- 
facturers of patent medicine in their sales pitch. 

The new code of ethics of the A. M. A. was finally 
approved after long, and sometimes bitter, debate. 
The Radiologists, Pathologists, and Anesthetists all 
had important points to stress. One pathologist told 
the writer that he owned and operated all the lab- 
oratory equipment in three hospitals. He rents the 
space, collects from the patients, and does all charity 


work gratis. This is a far cry from the situation in 
the hospitals in South Carolina and gives a faint idea 
of how difficult it is to make every doctor in every 
section of every state happy. This debate over the 
ethics has been going on for 18 months and it is good 
that it is finally passed. The interpretation now will 
be the important point. The code of ethics is not a 
legal code with punitive items, but merely a state- 
ment of principles. 

At a previous meeting a resolution was introduced 
to eliminate the December meeting of the House of 
Delegates or if not eliminate at least to have it in 
Chicago (a central place) rather than in the ex- 
tremes of the nation — Seattle, Miami, and Boston. 
Without consideration of the cost of sending the dele- 
gates these far distances, the Board of Trustees stated 
that the A. M. A. would effect a saving of $18,000.00 
by having the trustees meet in Chicago rather than 
in Seattle for example. For the additional reason that 
more and more members of the profession can attend 
the House of Delegates if it meets in different parts 
of the nation, the Board wisely decided in favor of 
the present arrangement, at least for the time being. 

A survey of 7,500 members of the A. M. A. con- 
cerning professional liability has been completed. Of 
this number 71.2%, or 5,342, completed the question- 
naire. From these answers the hypothesis that most 
professional liability claims can be prevented was 
confirmed. 92.3% of the physicians carried liability 
insurance and 92.6 said the insurance was not 
difficult to obtain. 56.4% stated that the cost of 
insurance was reasonable. Professional liability claims 
have little or no effect on the reputation and practice 
of the doctor involved. Small communities seem to 
feel more bitter towards doctors who have claims 
against them than large communities. In California, 
Louisiana, New York, Rhode Island, Utah, District 
of Columbia, and Hawaii, there was clear cut evi- 
dence that the incidence of claims has increased over 
the last five years. Of the study of court claims only 
about 50% could be sustained legally. In some cases 
there was clear cut negligence, in others a sub- 
stantial basis on which a patient could reasonably 
believe he suffered from negligence and in some 
cases it appeared that claims were either fraudulent 
or so wholly lacking in foundation as to compel the 
inference that the patient was acting in bad faith. 
Among the physicians who had experienced claims 
86.5% incurred only one claim, 10.5% 2 claims, 
1.9% 3 claims, and 1.1% 4 claims. Liability claims 
then is a problem of the many rather than of the few. 

Only 21 state medical societies have claim pre- 
vention committees. But 73.9% of physicians polled 
believe that such service performs a valuable function. 
76.3% of physicians reported the absence of such a 
committee in their county society. It would appear 
that there is a nationwide need and a desire of the 
physicians polled for such programs. The program, if 
properly conducted, has a two-fold objective: 1. the 
prevention of medical accidents which lead to claims, 
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and 2. the prevention of unwarranted claims, in 
brief, the improvement of medical service. 

The following are some of the interesting statistics: 

1. 14.1% or one out of every 7 physicians ex- 
perienced liability claims. 

2. 53.7% said that claims were brought since 1950. 

3. 43% said the alleged act of malpractice occurred 
since 1950. 

4. 34 years was the approximate mean age of pa- 
tient bringing claims. 

5. 55% of claimants were females but 10 states 
had more male than female claimants. 

6. 72.5% of the physicians who had claims re- 
ported that they had personally performed the treat- 
ment or act of alleged malpractice. 

7. 67.2% of the incidents occurred in hospitals, 
23.9% in the office; 6.3% in the home and the re- 
maining 2.6% occurred in factories or elsewhere. 

8. The physician who had 93.2 of claims reported 
that they had professional liability insurance. 

9. 28.9% of physicians against whom claims were 
brought are certified by an American specialty board. 

10. 50.4% of the physicians against whom claims 
were brought were full-time specialists. 

11. Physicians experiencing claims were in practice 
about 13 years before they had a claim. 

Conclusion: 

1. Most claims are preventable and not inevitable. 

2. An element present in all liability claims is dis- 
satisfaction arising out of the physician-patient rela- 
tions. Many of the claims which actually involved 
substandard claims would never have mattered if 
there were not some other cause of friction between 
patient and physician. 

3. Professional liability although varying in differ- 
ent localities is a national problem. To be effective a 
professional liability claims program requires leader- 
ship at the national as well as the state and local 
levels. 

4. The objective of the medical profession is the 
prevention of avoidable errors and omissions that re- 
sult in injury to the patient and stimulate litigation 
and the discouragement of unfounded claims. 

5. Regardless of all precautions taken, the com- 
plexities of modern medicine creates possibilities of 
human error and omission even among the most 
qualified and experienced practitioners. 

6. In the interest of the public as well as the pro- 
fession, physicians who have demonstrated that they 
are careless, incompetent, or unethical in the treatment 
of patients should be dealt with through medical 
society, state licensure, and hospital discipline to 
prevent recurrence of patient injury. 

7. Educational and accident prevention programs 
should include not only physicians but physicians’ 
employees and the hospital personnel for whose acts 
the physician is responsible. 

Medicare came in for a great deal of criticism 
including everything from the complicated form to 
the principle of government pay for dependents of 
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service men. Rhode Island thus far has refused to 
participate and Ohio participates on an indemnity 
basis only. Like so many government projects this 
program is viewed by many physicians to be simply 
an entering wedge for more socialization. On the 
other hand it gives an income for the physician where 
previously he received little if any for his services. 
It is sincerely hoped that it will remain what it is 
intended for—to help the service man’s dependents 
away from a service hospital pay for hospitalization 
and medical service. 

The Texas delegation introduced a resolution en- 
dorsing the principle of the 23rd amendment to the 
federal constitution. This amendment would provide 
that the federal government shall not engage in any 
business, professional, commercial, or industrial enter- 
prise in competition with its citizens except as 
specified in the constitution. This would prohibit the 
unfair competition which exists between federal power 
like the T. V. A. and private tax paying power com- 
panies. 

The New York and Connecticut delegation urged 
that the A. M. A. renew its opposition to social 
security coverage for physicians but was voted down. 
The strong opposition to coverage for physicians 
stems from the profession’s dislike of anything that 
smacks of socialism. Social security is unsound 
actuarially. It is a tax, not security. People laughed 
at the Townsend Plan, and put one man in jail who 
advocated a mild social security, yet a more far 
reaching and more unsound plan is the law of the 
land. On the other hand if we are paying for this 
legal farce why not benefit from it? It is a curse tax- 
wise that will be visited upon our children and grand- 
children. It is already evident that it is out of hand 
because Mr. Folsom, the head of the department of 
Health, Education, and Welfare, was the father of 
the social security law. He was against and argued 
against including disability payments under social 
security. It was put in by Congress anyhow despite 
his strenuous objections. This is a novel twist—a 
government head arguing against giving away more 
money—no matter how justified the cause. The medi- 
cal profession feels that the Jenkins-Keogh Bill is the 
answer for doctors. 

That would allow physicians to put away a little 
money every year and not be taxed on it until they 
receive some income from it at the age of 65. It is 
almost certainly dead at this session but will be re- 
vived next year. Only the treasury department is 
against it, but so far that department has been a 
worthy competitor. 

Other matters of less importance to South Carolina 
physicians were discussed such as a physician's re- 
lationship to the United Mine Workers medical pro- 
gram, etc. Of interest to all South Carolina physicians 
is the important role played by Julian Price of Flor- 
ence. He was chairman of the A. M. A. committee 
which instituted the nationwide immunization pro- 
gram against polio. He has recently been elected 
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Chairman of the Commission on Accreditation of 
Hospitals. Every doctor in South Carolina should be 
proud of his accomplishments and reputation. 

George D. Johnson, M. D. 


SOUTHERN MEDICAL ASSOCIATION HOLDS 
GROUND-BREAKING CEREMONY 
IN BIRMINGHAM 
The first step in the construction of the Associa- 


ONE MAN’S OPINION 

As this is written, I am no longer president of the 
Blue Shield Board of Directors, and when it is pub- 
lished I shall no longer be serving Blue Cross and 
Blue Shield as medical director. Therefore, what I 
am about to write has no official significances and no 
implied activation. I am writing, then, as a member 
of the medical profession, one who is still in active 
practice, and one who is affected materially by both 
the virtues and the faults of Blue Cross and Blue 
Shield. More than that, by reason of my long time 
study of the two Plans, both national and in our state, 
and my part in their operation during a decade, I am 
in a better position than many to recognize both 
virtues and faults. 

During the years that I have been actively engaged 
in the organization and administration of Blue Shield 
and in serving as medical advisor in administration of 
claims and in adjudication of dissatisfactions, I have 
had an opportunity to observe reactions on the part 
of our doctors to the Blue Cross - Blue Shield con- 
cept and its application in our two Plans. The recent 
widespread agitation, discussion, and criticism has 
been a good thing for Blue Cross - Blue Shield. It 
has served to arouse a personal interest in the doings 
of the Plans, it has alerted management to the attitudes 
of the profession, and ultimately it will more fully 
establish Blue Cross and Blue Shield as an important 
part of our medical economy. The fact that at times 
the criticisms have become acrimonious, does not 
lessen the value of the general discussion. As a matter 
of fact, the antagonistic and unfriendly attitude of 
some doctors is in most instances either the result of 
a personal gripe or is based upon incomplete informa- 
tion or faulty concepts of the insurance principles 
which underlie the operation of Blue Cross and Blue 
Shield. These Plans must be truly the doctor's plans, 
else they are doomed to failure. To be that, doctors 
must be actively interested in their operation, must 
jealously guard their interest, and at the same time 
they must jealously guard our system of medical prac- 
tice and our prerogatives as Doctors of Medicine. 


tion’s $225,000 headquarters office building took 
place in Birmingham on August 4, when the tradi- 
tional ground-breaking ceremony was held at the 
building site. Located on a nearly one acre plot at 
Highland Avenue and Niazuma on the Southside, the 
modern structure will symbolize the beginning of the 
second half-century of the Association’s progress. 
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BLUE CROSS... BLUE SHIELD 


None of us doctors and none of our subscribers will 
be wholly satisfied with either the insurance coverage 
offered or with the specific benefits provided by the 
Plans. Each of us should realize that premium income 
and claims costs must remain in delicate balance, and 
that premium charges cannot exceed the ability and 
willingness of large numbers of our citizens to pay. 
Each of us must realize that Blue Cross - Blue Shield 
cannot wholly insure against all costs of medical care. 
Only the resources of the Federal Treasury could 
finance such a scheme and then only by discarding 
insurance principles. 

I have given much thought to the sources of physi- 
cian, hospital, and subscriber dissatisfactions and to 
possible methods of alleviating them. Because of con- 
clusions which I have reached, I have presented cer- 
tain recommendations to the management of the 
Plans. I am going to paraphrase a letter that I have 
recently written to Mr. Sandow, Executive Director. 
I am publishing this in order to see whether or not 
ny recommendations will elicit any comments from 
our doctors. If you should like them or any part of 
them, it might be worth while to say so to manage- 
ment. If you do not like them or any part of them, it 
would be helpful for you to express your dislike and 
the reasons for it. 

There are several contractual provisions of both 
Blue Cross and Blue Shield that are a constant and 
recurring source of irritation to our doctors, to the 
hospitals, and to our subscribers. 

First, is the provision for minor benefits for diag- 
nostic hospital admissions. We are repeatedly forced 
to quiz doctors and hospitals in efforts to verify 
suspicions that hospital admissions were primarily 
diagnostic. Doctors and hospitals remain confused in 
attempting to differentiate between diagnostic and 
therapeutic admissions. Some elements of most ad- 
missions are frankly diagnostic and even we in the 
claims department cannot establish in our minds firm 
criteria for the differentiation. It is even more difficult 
to establish that any given ancillary service is not 
consistent with the condition for which the patient 
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was hospitalized. 

In this connection, I would like to say something 
about the frequently repeated charges of over-utiliza- 
tion. Blue Cross - Blue Shield management mentally 
uses two standards for determining over-utilization 
namely, the national average and the old and original 
concept of Blue Cross regarding proper utilization. 

The national average is no longer valid. The ob- 
jectives and the methods of medical practice have 
changed within the last few years and are continually 
rapidly changing. No longer is medical practice largely 
directed to relieving presenting symptoms or of curing 
the disease causing them. Treatment has broadened 
to include the entire man, and in every instance, there 
is associated a more or less serious attempt to discover 
and to treat any and all associated derangements of 
function and organic departures from the normal. 
Therefore, even in the treatment of relatively minor 
illnesses, the diagnostic efforts are likely to lead far 
afield. 

This attitude of physicians toward treatment, of 
necessity gives rise to a tendency to treat all illnesses 
in the hospital. Therefore, it tends to increase insur- 
ance utilization. Since this is a rapidly progressive 
tendency, there is an ever increasing incidence of 
hospitalization, and this in turn renders even recent 
national averages rapidly obsolete. 

The changing attitude of doctors towards the ob- 
jectives and scope of treatment is paralleled by the 
attitude of the people toward medical care and hos- 
pitalization. Instead of going to hospitals to die as 
they did even a comparatively few years ago, people 
now go to get well quickly, to avoid complications, 
and to discover occult diseases. 

The attitude of hospitals has changed along with 
changing attitude of physicians and people. The bed 
capacity of hospitals has increased tremendously. 
Their equipment and their technical personnel has 
been greatly expanded. This expansion was necessary 
in order to keep the hospitals efficient and able to 
meet increasing demands of doctors. However, since 
the expansion has to be maintained and financially 
supported, hospitals are in a constant hassle to secure 
a relatively full occupancy of beds and a broader 
base of financial support for their ancillary equipment 
and personnel. Therefore, hospitals are not in 
sympathy with any efforts of Blue Cross to restrict 
hospital benefits. 

These things of which I have written are more pro- 
nounced in the southeast and in South Carolina than 
elsewhere; Therefore, our utilization is destined to be 
higher than the national average and far greater than 
the original concept of reasonable utilization for ill- 
nesses that require hospital care—a concept upon 
which Blue Cross benefits and premium costs have 
been based for twenty-five years. 

Blue Cross and*Blue Shield have been fighting 
these modern trends and concepts. Over-utilization 
has been harped on. However, in so doing they are 
wasting their efforts and they have laid the founda- 
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tion for a charge of being reactionary and out of step 
with modern medical practice. We should remove 
from our vocabulary the term over-utilization. A moire 
appropriate term would be misutilization—and that 
term when applied in any specific instance would be 
subject to argument and determination. 

However, with present and increasing ratios of 
utilization, we cannot maintain present benefits with- 
out a considerable increase in charges. It is my belief 
that South Carolina will not at this time support an 
increase in Blue Cross costs. So some alternative 
method must be devised to balance costs of benefits 
with subscriber income. Recently we have attempted 
to do that with our non-group subscribers. 

We must now tackle the group category. It is my 
belief that we should do the following specific things: 

1. Remove from the Blue Cross contract all refer- 
ence to diagnostic hospital admissions and accept 
liability for all admissions advised by the doctor 
except for those conditions for which hospital care is 
specifically excluded. 

Put a monetary limit and a drastic one on X-ray 
examinations, ECG’S, clinical and pathological lab- 
oratory services, and drugs, and make the limits apply 
to all continuous periods of hospital care, defining 
continuous hospital care as admission and successive 
readmissions to hospital when the interval between 
discharge and readmission is less than 90 days. 

2. Add to Blue Shield coverage outpatient x-ray 
diagnostic examination, with a monetary limit based 
on the contract year with a 12-months’ waiting pe- 
riod before the benefit applies. State the monetary 
limitation in terms of relative value units and include 
within the limits the present allowance for x-ray ex- 
amination of injuries. Of course outpatient diagnostic 
x-ray examination would not be a service benefit, but 
would be an indemnification to be applied to the doc- 
tor’s bill. 

8. Provide for co-insurance of minor surgical pro- 
cedures so that no Blue Shield benefits would be 
provided for procedures which are assigned a value 
of not more than 5 relative value units. However, 
make no deduction from the relative value assigned 
to those procedures which have an assigned value of 
more than 5 units. 

4. Change the definition of surgicai benefits so as 
to specifically exclude coverage of the treatment of 
contusions, lacerations, and sprains which require 
neither cutting nor suturing, unless such conditions 
are of such severity that the patient required hospital 
treatment because of them or some associated con- 
dition. 

The suggestions that I have made will reduce some- 
what the comprehensiveness of Blue Cross coverage 
but the reduction will not be drastic to most sick in- 
dividuals admitted to the hospital for treatment of an 
illness and will tend to discourage hospital admission 
solely for x-ray or other diagnostic studies. The ad- 
dition of outpatient diagnostic x-ray to Blue Shield 
coverage will increase costs moderately, but the co- 
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insurance feature suggested for small claims will 
counterbalance to a considerable extent the ad- 
ditional costs involved. It is fully realized that con- 
sideration of these proposed changes will involve an 
attempt to determine their effects upon subscription 
income in relationship to claims disbursement and 


also the effect they will have upon the saleability of 
our contracts. Furthermore, an effort should be made 
to ascertain the reaction of the medical profession 
and of the hospitals to them before they are in- 
augurated. 

J. Decherd Guess, M. D. 


MATERIALISTIC AND IDEALISTIC CONFLICTS IN THE 
APPLICATION ON BLUE CROSS PHILOSOPHY 


Before Blue Cross was made statewide in South 
Carolina, it had a trial run in Greenville county, and 
in this restricted locale, it proved to be highly success- 
ful and quite workable. After the Plan became state- 
wide, difficulties became apparent. What were the 
factors which became operative to alter the situation? 

When Blue Cross was a county organization, we 
were in the midst of a financial depression. Money 
was scarce. A hospital bill was truly a catastrophe for 
most people. People did not enter hospitals except as 
a last resort. They were not only afraid of the ex- 
pense involved, but they were afraid of hospitals 
per se. Relatively too many people died, or it was 
thought that too many people died in hospitals. Hos- 
pitals were too often situated far from home. Hospital 
beds were hard to come by. These factors made 
estimates of future hospital utilization dependable. 
Blue Cross could safely offer fu!l prepaid hospital 
care at a reasonable cost. 

After the Plan became statewide, conditions 
changed rapidly. Hospital costs began a spiral of in- 
creases. This has continued. Hospital services were 
rapidly enlarged. Many new hospital beds became 
available. New hospitals were built, and they became 
truly community institutions, close to the people they 
sought to serve. Fear of hospitals was rapidly lost. 
Domestic servants became hard to get and _ in- 
creasingly expensive. Relatives and friends found 
occupations outside of the home, and it became 
difficult for them to leave their work in order to help 
care for the sick. There developed a doctor shortage, 
with increasing difficulty for doctors to find time for 
home calls. Doctors found hospital practice in- 
creasingly satisfying and remunerative. The basic 
concept of medical practice began to change. It be- 
came less an art and more nearly a science. Diagnostic 
aids and technical assistance came to be relied on in- 
creasingly not only in the treatment of the immediate 
illness, but also as a concurrent diagnostic and 
prophylactic effort. This was in answer to a demand 
that the entire man rather than a limited illness be 
the medical problem in all sickness. 

As a result of these changes in conditions and at- 
titudes, more and more patients entered hospitals for 
less than major illnesses. So utilization began to climb 
rapidly and average hospital bills rapidly increased 
in size. 

Blue Cross was caught between an ideal of pro- 


viding paid-in-full hospital care to the greatest num- 
ber of people at a minimum prepaid cost and the 
constantly increasing costs of such care. As a result, 
membership rates have had to be raised continually, 
and as the rates have gone up, Blue Cross contracts 
have become more difficult to sell. The membership 
has been anything but stable. Only in one particular 
has there been stability. The older members, those 
whose health was already impaired, those with large 
families, and neurotics have made every effort to hold 
on to their Blue Cross membership. Thus, utilization 
figures not only rose in line with changing attitudes 
toward hospital care, but there came about an ac- 
celerating rate of utilization because of an aging and 
adverse membership selection. Because of all of these 
factors, past utilization ratios, both national and state 
became unreliable indices of utilization expectancy. 
Past hospital charges became unrealistic indicators of 
future charges. The extent of former hospital services 
was no longer an indication of extent of services to be 
expected. Experience in these items thus became un- 
reliable in determining Blue Cross charges, and 
charges based on that experience resulted in un- 
expected and excessive loss ratios. Rates were in- 
creased from time to time, but they never seemed to 
be increased enough to keep up with increasing costs 
of benefits. And, so, Blue Cross has been constantly 
in financial hot water. 

It is highly questionable whether or not Blue Cross 
is going to be able to continue to operate and still 
retain its basic philosophy, namely, to provide pre- 
paid, paid-in-full, hospital services. It seems that it 
will be unable to evaluate the costs of future full hos- 
pital services from time to time. It will be impossible 
to restrict benefits to the hospital treatment of those 
conditions only which in an earlier day were con- 
sidered hospital cases and to restrict ancillary 
services, particularly x-ray examinations, to those 
strictly and intimately consistent with the illness for 
which the patient was hospitalized. Neither can it 
establish a mean for cost of drugs, which become 
progressively and increasingly more expensive. 

Blue Cross must not remain static, nor must it ap- 
pear to be reactionary. It may have to alter its basic 
philosophy and place fixed and limited financial re- 
sponsibility and liability for some or perhaps all hos- 
pital services. Only in that way may it be able to 
offer a fair guarantee of membership costs and bene- 
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fits and, at the same time, retain financial stability. 
J. Decherd Guess, M. D. 


NEWS 


This year the 20th Annual Accident Prevention 
Conference will be held in Spartanburg, South Caro- 
lina. 

Headquarters for the Conference will be at the 
Spartanburg Memorial Auditorium. Meetings will 
also be held at Wofford College. 

Spartanburg, November 7th and 8th. 


AMA PLANS 11TH CLINICAL MEETING 

Philadelphia will be the scene of the American 
Medical Association’s 11th Clinical Meeting December 
3-6. Center of activities will be Convention Hall 
where scientific exhibits, color television, motion 
pictures, technical exhibits and scientific lectures will 
be presented “under one roof.” Headquarters for the 
House of Delegates will be the Bellevue-Stratford 
Hotel. 


Dr. J. W. Jervey, Jr., Greenville physician and 
councilor from South Carolina for the Southern 
Medical Association participated in ground-breaking 
ceremony for the association’s $225,000 head- 
quarters building in Birmingham, Ala., August 4. 


Dr. Bruce Elliott, native of Ramini, S. C., has 
opened his office for the practice of medicine in 
Clover. 

Dr. Elliott is a graduate of the Medical College of 
South Carolina. 


Dr. M. J. Boggs began his practice of pediatrics 
August 1. He returns to Abbeville after more than a 
two-year absence, during which time he was in New 
Orleans and Boston, studying and working in the 
field of pediatrics. 


Dr. Bedford F. Boylston of Houston, Texas, a 
native of Aiken was guest speaker at a meeting of 
the Greenville Medical Society. 

Dr. Boylston spoke on “Obscure Traumatic 
Lesions of the Cervical Spine.” He is associate pro- 
fessor of orthopaedics at Baylor University College 
of Medicine in Houston. He attended Duke University 
and Jefferson Medical School in Philadelphia. 


Dr. J. B. Floyd, general practitioner of Winnsboro, 
has been named part-time health officer for the Fair- 
field county health department. The appointment 
became effective August 1. 

Since the retirement of Dr. James L. Bryson, 
longtime director, local physicians have been handling 
health department assignments on a rotation basis. 
Dr. Floyd has just completed one tour of duty with 
the department. 


Octoser, 1957 


Dr. Stanley C. Baker, Jr., native of Greenwood 
has returned to Greenwood and has opened his office 
in the Medical Arts Building for the practice of sur- 
gery. 

He is a graduate of The Citadel and the Medical 
College of South Carolina. For the past five years he 
has done post-graduate study and work as a resident 
surgeon in the George Washington University Hos- 
pital system in Washington, D. C. 

Dr. Baker’s study was in general and thoracic sur- 
gery and he also has had training in cardio-vascular 
and pediatric surgery. He will be associated with Dr. 
W. S. Brockington in Greenwood. 


The August scientific meeting of the Columbia 
Medical Society was held in Benet Auditorium of the 
S. C. State Hospital. ; 

Dr. Lawson H. Bowling, clinical director of the 
Columbia Division of the South Carolina State Hos- 
pital, was guest speaker. His topic was “Psycho- 
therapeutic Medical Practice.” 

A native of Central, Dr. Bowling received his pre- 
medical education at Wofford College and the Uni- 
versity of Chicago, and was graduated from the 
Medical College of South Carolina. 


Dr. O. E. Gilliland, Jr., has moved to Enoree 
where he has started his medical practice. 


William Weston, Jr., M. D. announces the associa- 
tion of E. Kenneth Aycock, M. D., 1428 Lady Street, 
Columbia, South Carolina, July 1, 1957. Practice 
limited to pediatrics. 


POSTGRADUATE COURSES ON DISEASES 
OF THE CHEST 
The Council on Postgraduate Medical Education 
of the American College of Chest Physicians will 
present A Postgraduate Course on Diseases of the 
Chest this fall: 
10th Annual Postgraduate Course 
Park-Sheraton Hotel, New York City 
November 11-15 
Tuition for each course is $75. The most recent 
advances in the diagnosis and treatment of chest dis- 
eases—medical and surgical—will be presented. 
Further information may be obtained by writing 
to the Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 
Illinois. 


CHANGES IN DIRECTORS OF COUNTY 
HEALTH DEPARTMENTS 

Changes which became effective July 1 have been 
made in the directorships of several county health de- 
partments. 

Dillon and Marion Counties were combined into a 
bi-county unit with Dr. Harold S. Gilmore serving as a 
full-time Health Officer, giving one-half of his time 
to each county. 
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Georgetown County has been combined with Horry 
County into a bi-county unit with Dr. Mattes serving 
as Health Officer. However, he will be in Georgetown 
only on the first and third Fridays and second and 
fourth Mondays. 

Dr. J. B. Floyd of Winnsboro became part-time 
Health Officer of Fairfield County on August 1. 
Previously four local doctors served as part-time 
Health Officer on a rotation basis. 


DEATHS 


DR. ROBERT JONITZ 
Robert Jonitz, Greenville, S$. C.; McGill University 
Faculty of Medicine, Montreal, Quebec, Canada, 
1930; on the staffs of the St. Francis and Greenville 
General hospitals; certified by the National Board of 
Medical Examiners; died June 10, aged 56, of con- 
gestive heart failure. 


DR. WYTHE MUNFORD RHETT 

Dr. Wythe Munford Rhett, Charleston pediatrician 
whose practice spanned more than a third of a 
century, died September 3. He was 69. 

Dr. Rhett had been in ill health for several months. 
He had given up his private practice late last year, 
but had continued to serve as physician at the Oak 
Grove Orphan Home until earlier this year. 

A native of Columbus, Miss., Dr. Rhett was born 
July 31, 1888, a son of the late William Rhett. He 
entered the Virginia Military Institute in 1905, gradu- 
ating in 1909 with a bachelor’s degree in electrical 
engineering. 

Deciding on a career in medicine, Dr. Rhett then 
entered the College of Physicians and Surgeons of 
Columbia University and graduated with his doctorate 
in medicine. He interned at St. Luke’s Hospital in 
New York City, then practiced pediatrics briefly 
there until the outbreak of World War I. He served 
overseas as a captain in the Army Medical Corps with 
the First American Expeditionary Force. 

Dr. Rhett came to Charleston in 1921 following 
his Army service and began his practice there the 
same year. His first office was at 95 Rutledge Ave. 

Appointed a member of the Charleston County 
Board of Health in 1927, Dr. Rhett served the com- 
munity in this capacity for 19 years. He was chairman 
of the board from 1939 to 1943. During his tenure 
of office with the board, Dr. Rhett organized the Well 
Baby Clinic at the Neighborhood House and served 
as clinic physician for many years. The clinic was 
organized for the practical education of new mothers. 

In the late 1920s, also, Dr. Rhett became the physi- 
cian of the Oak Grove Orphan Home. As with the 
Well Baby Clinic, his professional services were 
rendered without cost. 


He had served also as an instructor in pediatrics at 


the Medical College of South Carolina for several 
years. 


DR. F. C. GEIBEL 

Dr. F. C. Geibel, 51, a Columbia obstetrician, died 
August 24 at the Columbia hospital after several 
weeks of serious illness. 

Since coming to Columbia in 1945, Dr. Geibel has 
served as chief of obstetrical services at Columbia 
Hospital. In 1954 he was president of the South 
Carolina Obstetrical and Gynecological Society. 

He also served as chairman of the South Carolina 
Committee on Maternal Welfare. 

Dr. Geibel received his medical degree in 1933 
from the Jefferson Medical College. Before coming to 
Columbia, he was in private practice in Washington 
and served on the staff of the Gallinger Municipal 
Hospital in Washington. He served as a medical 
officer in the Navy during World War II. 


DR. J. C. ROPER 
Dr. J. C. Roper, a surgeon in the York area for 
years, died in an Augusta, Ga., hospital September 6. 


BOOK REVIEWS 


PEDIATRIC CARDIOLOGY by Dr. Alexander S. 
Nadas. W. B. Saunders Company, Philadelphia, 1957. 
Price $12.00. 


A very complete treatment of a subject heretofore 
available largely in the periodical literature, so rapid 
have advances been in this field, and a welcome ad- 
dition to the list of fundamental medical textbooks. 
The field is well covered and interpreted in the light 
of extensive experience gained with these problems 
at the Boston Children’s Hospital since Robert Gross 
began the operative treatment of congenital heart 
disease with his successful closure of a patent ductus 
arteriosus. Highly recommended not only for 
pediatricians, but for anyone interested in the medical 
or surgical aspects of heart disease. 


J. A. Boone, M. D. 


A WOMAN DOCTOR LOOKS AT LIFE AND 
LOVE, by Dr. Marian Hilliard. Doubleday and Com- 
pany, Inc., Garden City. 1957. Price $2.95. 


Dr. Hilliard, chief of obstetrics and gynecology at 
Women’s College Hospital in Toronto writes with 
sympathy and understanding of the problems of 
womankind from early life to old age. She has sound 
words of advice for the husband as well as the wife. 
Wisdom acquired over many years of practice is 
offered in a pleasantly readable way in a book which 
should be valuable to all concerned with matters of 
sex as they relate to satisfactory life and love. 
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FOR TEEN-AGERS ONLY. By Frank Howard 
Richardson, M. D., pp 113, with foreword, afterword 
and an introduction by Paul Popenhoe, Sc. D. $2.95. 
Tupper and Love, Inc., Atlanta, May 1957. 


Dr. Richardson’s latest volume is just off the press. 
It is a book that he can be proud of, and that the 
public should be happy to have available. Its title 
could well be, “How To Have A Happy And Enduring 
Marriage.” 

Unfortunately although much has been said and 
written about the high rate of divorce in the U. S., in 
most places little attention has been put on its pre- 
vention. Few young people are given practical advice 
about choosing a mate. 

Dr. Kinsey’s books have been read and discussed, 
but like the writings of Freud, though there is some 
truth present, they offer no practical solution to 
today’s problems of living and loving. 

Young people undoubtedly do need some help. The 
school, the home and the Church as a rule have not 
been of much assistance. 


One might be tempted to say that “For Teen Agers 
Only.” is Richardsons’ best book. However, “For Boys 
Only,” and “For Girls Only,” may be its equal; and 
comparisons are odious. 

The author is remarkably well acquainted with 
human nature. He fully realizes the difficulties and 
temptations that young people are exposed to. The 
chaperone has long been discarded, and as substitutes, 
in a way, we have the ever-prevalent automobile, 
movies, some drinking, extremely frank discussions, 
rather revealing dress, and a great change in moral 
standards. But these things mostly are not necessarily 
injurious. However it has become most difficult for 
a young girl of any social pattern, to know how much 
liberty to permit in order to keep hold of her date. 

It can be truthfully said that in this book, no orders 
are given, though suggestions are made. Freedom of 
will is stressed, and young people are urged to always 
look before they leap. That is not to act hastily, and 
then have regrets. Richardson points out in plain 
language, that regardless of what is said and done by 
many, the road to happiness is not traveled by those 
who disregard morality. He never preaches and is not 
puritanical, even discussing contraceptives and preg- 
nancy in the unmarried girl. 

This little volume has seventeen chapters. Nearly 
all that is written is in a conversational style, with 
many questions and answers. It is rather surprising 
how well the author knows the lingo or jargon of our 
high school and college youth. Further the characters 
depicted are not merely types, but seem to be real 
people. 

In the introduction by Dr. Paul Popenoe—a man of 
national repute—this work is labeled as practical and 
sensible. Popenoe calls attention to the author’s advice, 
that young folks should stop long enough to think 
before they marry or have pre-marital union. As we 
all know, haste or lack of control may produce un- 


Octoser, 1957 


happiness and regret. 

As a summation one may say that since in our time 
so much effort is being made to prevent disease, just 
as much emphasis should be put on the giving of in- 
formation and advice to prevent family and marital 
unhappiness and even disaster. 

Most people now recognize that in this world of 
today psychological and social adjustment is of 
tremendous importance. 


“For Teen Agers” should be of great value to many 
adolescents, and to all teachers and parents, who have 
their care and welfare at heart. 

R. M. Pollitzer, M. D. 


LIVER, BILIARY TRACT AND PANCREAS (Part 
III of Volume 3: Digestive System). Illustrated by 
Frank H. Netter, M. D. and edited by Ernst Oppen- 
heimer, M. D. Explanatory text by five outstanding 
teacher-physicians. 133 full-color illustrations. Hard- 
bound, gold-lettered. Ciba—Summit, N. J. 1957. 
Available at cost: $10.50. 

Part III of Volume 3 of the Ciba Collection of 
Medical Ilhistrations, consists of 133 full-color plates 
of the essential anatomic, functional, and pathologic 
features of the liver, biliary tract, and pancreas. This 
portion is published first because of the great interest 
in these organs which has been evident in recent 
years. Part I, dealing with the upper digestive tract, 
and part II, illustrating the lower intestinal tract, are 
expected to follow in a short time. As before, these 
remarkable paintings are by Frank H. Netter, M. D., 
with the collaboration of such authorities as Bodansky, 
Cliffton, Kozoll, Popper, and Sborov. 

Each page consists of beautifully reproduced full- 
color plates, under which is found a descriptive text 
which is remarkable for its clarity, conciseness, and 
ability to impart important information. In these pages 
one finds the newer concepts of liver structure and the 
latest insights into the pathogenesis of hepatic and 
pancreatic diseases. Even controversial and unsolved 
problems are included, with the various theories out- 
lined in painting and text. There is even a section con- 
sisting of the more important diagnostic procedures 
and tests. 

This volume makes no attempt to replace the de- 
tailed and comprehensive standard reference works 
in the physician’s library. Rather it very excellently 
fulfills its purpose of supplementing these standard 
works. It will find great use as a review volume and 
is excellent for depicting specific processes to the pa- 
tient when this is desirable. It is a beautiful book, and 
one which obviously represents a tremendous amount 
of work both in the preparation of the paintings and 
of the text. It will be of great value to anyone who 
studies or deals with the liver, from the medical stu- 
dent to the gastroenterologist and the surgeon. It would 
be a bargain at twice the price. 


Clarence Legerton, M. D. 
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THE PHILOSOPHY OF MEDICINE, William R. 
Laird, M. D., pp 64, Education Foundation, Charles- 
ton, W. Va., 1956. Price $3.00. 

This short volume is packed with many thoughtful 
reflections on the place of the true physician in his 
relations to his fellow man. It is like a breath of 
fresh air to those who may feel overcome by the 
exigencies of a busy practice or the many difficulties 
of organized medicine today. 

The author is obviously a scholar with a real com- 
mand of the English language. Yet he is not up in 
the clouds but intensely practical in his many observa- 
tions of proper comportment. Every young doctor 
embarking on a career in medicine would do well to 
spend an evening reading this delightful opus. 

Fred Kredel, M. D. 


CLINICAL PROCTOLOGY by J. Peerman Nessel- 
rod, W. B. Saunders Co., Philadelphia. 1957. Price 
$7.00. 

One physician has stated that every patient has a 
rectum and that any doctor can examine it. Any doc- 
tor who studies Nesselrod’s “Clinical Proctology” will 
be greatly assisted in his examination of the ano- 
rectum and in the diagnosis and management of its 
disorders. 

This book of 296 pages has sound practical in- 
formation presented in a clear understandable man- 
ner. It covers adequately the etiology, pathology, 
symptoms, signs, differential diagnosis, and treatment 
of the various anorectal diseases encountered in gen- 
eral practice. 

Nesselrod begins his book with a much needed 
plea for a more accurate use of proctologic terms. 
“Improper usage, by most medical students and by 
many physicians, of terms pertaining to anorectal dis- 
ease bespeaks insufficient knowledge on their part 
both of anatomy and of nervous physiology”. Anal 
canal and rectum are not synonomous even though 
used interchangeably by many. He points out 
the composite term “anorectum” refers to the tissues 
of both the anal canal and the rectum. Even though 
the term “anorectum” is not used by anatomists, it 
is, however, becoming more widely used in the sur- 
gical and clinical literature. 

Special commendation should be given to the 
chapter on anal infection which “pertains to the 
orderly chain of events occurring in the pathogenesis 
of anorectal inflammatory disease”. The fine diagram 
depicting anal intection simplifies one’s understanding 
of the development ot anorectal disorders. 

In the chapter on hemorrhoidal disease, Nesselrod 
makes a distinction between hemorrhoids and 
hemorrhoidal disease. “Hemorrhoids are vascular 
tumors made:up of infected varices involving one or 


more isolated portions, or all of the hemorrhoidal 
plexus of veins previously described. Hemorrhoidal 
disease pertains to all the various manifestations of 
hemorrhoidal trouble”. 

In the foreword of this book, South Carolina-born 
Dr. Louis A. Buie, Emeritus Head of the section on 
Proctology, The Mayo Clinic, writes: “Dr. Nessel- 
rod’s work is practical and sound. A physician who 
follows its teaching will be expertly guided in the 
efficient and proper proctologic care of his patients”. 
This reviewer concurs in those thoughts and heartily 
recommends this book to all physicians, house officers, 
and medical students. 

Leon Banov, Jr., M. D. 


A MANUAL OF PHARMACOLOGY AND ITS 
APPLICATIONS TO THERAPEUTICS AND TOXI- 
COLOGY. Torald Sollmann, M. D. Eighth Edition, 
1535 pp. W. B. Saunders Company. Philadelphia 
1957. $20.00. 

The appearance of the 8th edition of this valuable 
and much-used work is something of an event in 
Pharmacology. It is rare in any field that an individual 
presents a modern text with the depth of perspective 
to be found in this volume. Dr. Sollmann is the senior 
statesman of American pharmacology and has had 
conspicuous recognition in broader areas, having 
served for many years as Dean of the School of 
Medicine at Western Reserve University. Decades 
of experience and keen judgment have been applied 
to the formidable task of evaluating new develop- 
ments in one of the most rapidly expanding fields of 
modern medicine. There is thorough coverage of 
newer topics such as tranquilizing agents, broad 
spectrum antibiotics, folic acid antagonists, cortical 
steroids, radio-active isotopes, chelating agents and 
such, in addition to the currently prodigious number 
of synthetic variants in virtually every drug category. 
The unusually thorough scope of this volume prob- 
ably makes it the most valuable book available on the 
occasion of unexpected poisoning emergencies. It 
should also be especially helpful in selecting drug 
therapies in the various therapeutic skirmishes which 
are often necessary in patients with complex dis- 
orders. The bibliography runs to 155 pages and, as 
in previous editions, is something in the nature of a 
supplement to similar bibliographies which have ap- 
peared in earlier editions. Citations from the literature 
before 1940 are not given here but may be found in 
previous editions. These references are effectively 
abbreviated to give, for instance, key words rather 
than lengthy titles. In searching information on any 
particular drug topic, this volume probably more 
than any other can serve as both a first and last resort. 

R. P. Walton, M. D. 
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DOCTOR 
we need your opinion 


For the purpose of continuous improvement of your STATE MEDICAL JOURNAL — in 
reading content — original articles, editorials, news, economics and other subjects 
pertaining to statewide and national affairs, it is urgently requested that you spare a 
few moments to fill in and return this questionnaire. 


YOUR RESPONSE TO QUESTIONS BELOW WILL BE MOST HELPFUL 


MORE LESS 


Indicate your choice on scientific papers 


Editorials 


Special Articles (socio-economic and pro- 
fessional business problems, etc.) 


News items and personals 
Book Reviews 
Features to be added or increased 


Features to be deleted or decreased 


Indicate your favorite department or feature. 


Do you read your STATE MEDICAL JOURNAL? 

Every month Frequently Occasionally 
Do you read advertisements? Regularly Occasionally 
Please indicate one product advertised of particular interest to you in last two issues 


Name medical journals you read in order of interest: Indicate position you would 
give your State Medical Journal: 


1 
2 
3 


PLEASE RETURN THIS PAGE TO 


J. L WARING, M. D. 
82 Rutledge Ave., Charleston, S. C. 
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FOUNDERS’ DAY PROGRAM 
MEDICAL COLLEGE OF SOUTH CAROLINA 


The annual Postgraduate Seminar and Founders’ 
Day Symposium will be held at the Medical College 
of South Carolina on November 5, 6 and 7, 1957. 
This is also an interim meeting of the South Carolina 
Chapter of the Academy of General Practice. 


This year the Cancer Symposium on Founders’ 
Day is presented in cooperation with the South Caro- 
lina Chapter of The American Cancer Society. 

The program is as follows: 


ANNOUNCEMENTS 


GEORGIA PEDIATRIC SOCIETY 

The 25th meeting of The Georgia Pediatric So- 
ciety will be held in Atlanta at the Mayfair Club on 
the 3lst of October. Speakers include Dr. Robert J. 
Huebner, Dr. James B. Arey, and Dr. Waldo E. Nel- 
son. 

Besides the scientific program this year there will 
be very special entertainment, especially in the eve- 
ning after the dinner. 


POSTGRADUATE SEMINAR 
November 5, 1957 


8:30 A.M. Registration and Greetings 
9:00 A.M. FUNCTIONS OF A SPEECH CENTER --..-.....-.-.-------..-.- Milton J. Hill, M. A. 
Instructor in Speech Therapy 
Paul W. Sanders, M. D. 
Professor of Urology 
11:00 A.M. DISEASES OF THE BILIARY TRACT __-__------------ R. Randolph Bradham, M. D. 
Associate in Surgery 
12:00 John M. Brown, M. D. 
Professor of Anesthesiology 
2:00 P.M. SOUTH CAROLINA MATERNAL MORTALITY-1955 ____-__- Henry R. Temple, M. D. 
Resident in Obstetrics-Gynecology 
3:00 P.M. PHYSIO-PATHOLOGY OF TOXEMIA OF PREGNANCY _- Henry C. Heins, Jr., M. D. 
Associate in Obstetrics-Gynecology 
4:00 P.M. PREVENTION OF PRE-ECLAMPSIA --_-------------- Lawrence L. Hester, Jr., M. D. 
Professor of Obstetrics-Gynecology 
5:00 P.M. TREATMENT OF THE TOXEMIAS OF PREGNANCY 
AMD COMPLICA TIONG. Edward J. Dennis, III, M. D. 
Associate in Obstetrics-Gynecology 
November 6, 1957 
9:00 A.M. HYPERCHOLESTEROLEMIA AND CORONARY DISEASE  ___- Edwin Boyle, M. D. 
Instructor in Medicine 
10:00 A.M. THE USE OF THE ARTIFICIAL KIDNEY AT THE 
MEDICAL COLLEGE OF SOUTH CAROLINA ~_-_-_-__--_- Arthur V. Williams, M. D. 
Assistant Professor of Medicine 
11:00 A.M. PRINCIPLES OF ANTIBIOTIC THERAPY -_-_---_----------_- Louis P. Jervey, M. D 
Instructor in Medicine 
12:00 ULCER MANAGEMENT: ANESTHESIA OR HEALING? _-_ Clarence Legerton, M. D 
Instructor in Medicine 
2:00 P.M. FIBROCYSTIC DISEASE OF PANCREAS --_------------ Margaret Q. Jenkins, M. D. 
Assistant Professor of Pediatrics 
3:00 P.M... MASTOIDITISCO IN CHILDSEN James E. Padgett, M. D. 
Resident in Pediatrics 
4:00 P.M. PROBLEMS IN CHILD DEVELOPMENT -_-_-__-_---__---__-___ Gilbert F. Young, M. D. 
Assistant Professor of Pediatrics 
5:00 P.M. STEROID THERAPY IN PEDIATRICS __-_-__--_-----_-_. Eleas F. Lawandales, M. D. 
Resident in Pediatrics 
7:00 P.M. Buffet Supper and Roundtable Discussion +. 
FOUNDERS’ DAY 
November 7, 1957 
8:30 A.M. Registration and Greetings 
9:00 A.M. CARCINOMA OF THE LUNGS .......................- Edward Frost Parker, M. D. 


Clinical Professor of Surgery 
Medical College of South Carolina 
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NO KNOWN CONTRAINDICATIONS 


permits high dosage, | 
more effective diuresis in more patients . 
The low incidence of side action with 


effective diuresis to a greater number of 
patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel’ studied the effect of Rolicton 


in forty-seven patients and found no z 
serious side effects. Assali, who observed 

the action of Rolicton in five patients t 
with severe toxemia of pregnancy, states” 


that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d.,is usually 
adequate to maintain patients free of 
edema after the first day’s dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Settel, E.: Rolicton® (Aminoisometradine),a 
New, Nonmercurial Diuretic, Postgrad. Med. 
21:186 (Feb.) 1957. 

2. Assali, N. S.: Personal communication, May 


28, 1956. 


Octoser, 1957 41) 
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musculature, glomerular epithelial 

podocytes, and “epitheloid” muscle 
cells of vas efferens. a 
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RADICAL SURGICAL TREATMENT OF BREAST CANCER-_Jerome A. Urban, M. D. 
Attending Surgeon, Memorial Hospital 
Assistant Clinician, Sloan-Kettering Institute 
Instructor in Surgery, Cornell University Medical College 


10:15 A. M. 


CHEMOTHERAPY OF ACUTE LEUKEMIA 


Joseph H. Burchenal, M. D. 


Professor of Medicine 
Cornell University Medical College 


11:00 A. M. 
11:30 A. M. 


Coffee Break 
MALIGNANT MELANOMA 


J. Elliott Scarborough, M. D. 


Associate Professor of Surgery 
Emory University School of Medicine 
Director, Emory University Clinic 


12:15 P.M. HEPATIC LOBECTOMY 


Theodore R. Miller, M. D. 


Assistant Attending Surgeon, James Ewing Hospital 
Instructor in Surgery, Cornell University Medical College 


Luncheon 


THE APPROACH TO RATIONAL THERAPY OF THE 


SMALL MASS IN THE NECK 


Charles C. Harrold, Jr., M. D. 


Assistant Attending Surgeon, Head and Neck Service 
Memorial Hospital 
Instructor in Surgery, Cornell University Medical College 


PANEL DISCUSSION: COMMON PROBLEMS IN PREMALIGNANT 


AND MALIGNANT DISEASE—AII Participants 


John C. Hawk, Jr., M. D. 
Moderator 


(Questions invited) 


SOUTHEASTERN ALLERGY ASSOCIATION 


12th Annual Meeting 
Program 
November 1 and 2, 1957 
Fort Sumter Hotel 
Charleston, S. C. 
9:30 A. M.—SCIENTIFIC SESSION 
(Baruch Auditorium) 
Clarence Bernstein, M. D., Orlando, Fla., 
President, presiding 
“CARDIAC ALLERGY” 
Raymond Arp, M. D., Atlanta, Ga. 
“ALLERGIC VASCULITIS” 
William A. Thornhill, Jr., M. D., Charleston, W. 
Va. 
Discussion led by: 
S. D. Klotz, M. D., Orlando, Fla. 
John B. McKinnon, M. D., Johnson City, Tenn. 
“IMMUNOLOGY” 
Oscar Swineford, Jr., M. D., Charlottesville, Va. 
11:15 A. M.—INTERMISSION 
“HODGKINS AND ALLERGY” 
Jack M. Rose, M. D., Houston, Tex. 
“NON-IMMUNOLOGIC FACTORS IN _ AL- 
LERGIC REACTIONS” 
William B. Sherman, M. D., New York, N. Y. 
President American Academy of Allergy 
1:00 P. M—LUNCH 
Afternoon Session 
Lester C. Todd, M. D., Charlotte, N. C., presiding 
2:30 P. M@—“MECHANISMS CONCERNED WITH 
DYSPONEA IN PATIENTS WITH PUL- 
MONARY DISEASE” 


John Guerrant, M. D., Charlottesville, Va. 
“TRANQUILIZERS IN PATIENTS WITH 
EMPHYSEMA” 
Oscar Hansen-Pruss, M. D., Durham, N. C. 
“THE PROBLEM OF FOOD ALLERGY” 
Orville Withers, M. D., Kansas City, Mo. 
President, American College of Allergists 
4:00 P. M—INTERMISSION 
“POTASSIUM IODIDE SENSITIVITY” 
Lamar Peacock, M. D., Atlanta, Ga. 
4:45 P. M.—BUSINESS MEETING 
7:00 P. M—COCKTAIL HOUR FOLLOWED BY 
BANQUET 
November 2, 1957 
Morning Session 
Charles P. Wofford, M. D., Johnson City, Tenn., 
presiding 
9:30 A. M—CLINICAL PATHOLOGICAL CON- 
FERENCE 
Clarence Bernstein, M. D., Orlando, Fla. 
John McKinnon, M. D., Johnson City, Tenn. 
Mason Lowance, M. D., Atlanta, Ga. 
Oscar Hansen-Pruss, M. D., Durham, N. C. 
H. Rawling Pratt-Thomas, M. D., Charleston, 
C. 
11:30 A. M.—INTERMISSION 
11:45A.M.—“VITAMIN AND MINERAL BAL- 
ANCE” 
Paul Coughlin, M. D., Tallahassee, Fla. 
12:15 P. M—“INSECT ALLERGY” 
Carl Jones, M. D., Atlanta, Ga. 
ADJOURNMENT 
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2:30 P.M. 

3:15 P.M, 


